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: Editorials 


Freedom of Choice of Physicians— 
What Does It Mean to Hospitals? 


The following story appeared in the St. 
Louis Post-Dispatch, September 27, 1957. 


“The growing concern of American physicians 
with world affairs, both as a means of spreading 
medical knowledge and to stave off government 
interference with medical practice was empha- 
sized here last night by Dr. Austin Smith of Chi- 
cago, Editor of the Journal of the American Med- 
ical Association. 

“Dr. Smith was a speaker at the annual ban 
quet of the Mississippi Valley Medical Society 
at Hotel Sheraton-Jefferson. The Society’s twenty- 
second meeting began Wednesday and ends today 

**There is a need for a new awarenes of medi- 
cine’s responsibilities,» Dr. Smith said, —‘some 
of which members of the profession have sought, 
some of which have been thrust upon them.’ 

“He discussed the efforts of the World Medical 
Association, an organization that includes the 
A.M.A. and other private medical groups, to main- 
tain three principles. He said the principles were 
the following: 

‘1. Freedom of choice of the physician by 
the patient. 
‘2. Freedom of choice of hospital 

**3. No restriction of medication or mode of 
treatment by the physician except in case of 
abuse.” ”’ 


These principles have been inherent in 
group plans of all types including Blue Cross- 
Blue Shield, insurance plans and Medicare. 
The Congress used these words regarding 
the matching formula for old age assistance 
in Public Law 880 which amends the Social 
Security Act—‘“to applicants for and recipi- 
ents of old age assistance to help them 
attain self-care.” Apparently Congress con- 
sidered these principles inherent in this act 
also. 


Some hospitals in Oklahoma refuse to per- 
mit a free choice of physician to recipients 
of old age pensions when money provided 
by the Welfare Department is their only 
means of payment. 
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These hospitals have abrogated principle 
No. 1 in the care of the older citizens under 
the provisions of this act and will, by having 
done so, either force the inclusion of galling 
safeguards in this and future efforts on be- 
half of the medically needy or remove these 
principles as limiting factors in their plan- 
ning. 


Are Editorials Unfair? 


Yes, they are—when they attempt to im- 
pose an isolated point of view on moot ques- 
tions about an opportunity for others to ex- 
press their opinions. Such an opportunity 
does exist in letters to The Journal which will 
be published provided they are concerned 
with issues and not personalities. This 
should be one of the functions of The Journ- 
al: to provide a forum for the expression of 
and exchange of ideas. Since writing letters 
to The Journal is not a common practice and 
since the editors cannot count on them to 
explore the preceding editorial some at- 
tempt should be made to do this now: 





Have the recipients of Old Age Assistance 


not previously been service cases? 


For the most part they have. Our econ- 
omy, however, has changed and it is even 
difficult for people over 50 to get jobs and 
it is almost mandatory that those over 65 
quit work. As a matter of fact, if they earn 
more than a little they are not entitled to 
social security. We have some 100,000 peo- 
ple in the state who are receiving old age 
pensions. The question is: Are these people 
who are receiving old age pensions doing so 
because they have earned it during their pro- 
ductive period as workers, taxpayers and 
citizens or are they receiving it simply be- 
cause it is the humane thing for the younger 
members of our society to take care of them. 
The editorial above assumes that the form- 
er is true and that the Congress in appropri- 
ating funds to help with their medical care 
also had this concept in mind. If you believe 
this, then you would consider that this 


529 








money which has been allocated is theirs to 
spend for hospital and medical care as they 
require it. They have the right to select the 
hospital and the doctor of their own choice. 


Perhaps some effort should be made to 
separate the bums who are still bums at 65; 
but since this doesn’t seem practical, it is 
better to upgrade the few bums to the rank 
of elderly citizens than to downgrade all the 
old people receiving pensions to the status 
of bums. 


Why is an effort being made for a differ- 
ent approach to the medical care of ADC 
children? 


Oklahoma has had a program for the med- 
ical care of dependent children for many 
years. The State Medical Association by ac- 
tion of the House of Delegates had made it 
an official policy for its members not to ac- 
cept payment for medical services for chil- 
dren being cared for through the Crippled 
Children’s Commission. In as much as there 
are many, many children who are being med- 
ically cared for by the Crippled Children’s 
Commission who do not qualify for care 
under the ADC program, it would seem bet- 
ter for them all to be managed alike. The 
children being cared for under the ADC 
program are in that situation by accident of 
birth or circumstance and not because of 
old age. Almost all their life lies ahead of 
them and not behind them. It would seem 
better for their care to be seen to by the 
Crippled Children’s Commission which has 
established procedures and lines of control 
best suited to the proper care of these chil- 
dren, that they may ultimately become self- 
sufficient citizens with as much of their 
original physical, mental, and emotional 
equipment intact as possible. 


Hospitals are not supposed to do much 
more than break even in their operations— 
they must do this to continue to function— 
whenever they care for patients for less 
than cost they must increase their charges 
to their paying patients to come out even. 
Isn't this plan of urging the patient to bring 
in other resources to qualify for private pa- 
tient care a good one to protect the paying 
patient from unfair charges? 


It should be, but it is unsound for the Wel- 
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fare Department to pay less than cost or for 


«the hospitals to accept less than their cost. 


Two wrongs do not make a right, even 
though it seems the expedient thing at the 
moment. It would seem better for the hos- 
pital to have gone along with the Welfare 
Department for the first trial period and at 
the end of that time to insist on rearrange- 
ment of provisions for care in such a man- 
ner as to insure payment of at least their 
costs, if this proved not to be possible under 
the present plan. 


What are the hospitals to do for teaching 
material and for intern and resident train- 
ing ? 


There are many, many patients being 
cared for under various types of insurance 
programs who in the past have been and 
now would otherwise be service cases. It is 
up to the hospitals to rearrange their pro- 
grams for teaching and training with these 
alterations in our economy in mind.—B.H.N. 


LeRoy Edgar Burney, M.D., M.P.H. 
Surgeon General U.S. Health Service 


Doctor Burney visited Oklahoma City 
early in November. He appeared at the Fri- 
day Forum of the Chamber of Commerce 
and at an informal breakfast arranged by 
Doctor Burton. Those who think bureau is 
always a nasty word came away a little bit 
ashamed. 


The sincerity and dedication of the man 
was apparent in every syllable. This dedi- 
cation is not to aggrandizement for his de- 
partment, but to the task of protecting com- 
munity health and well being in matters not 
covered by the practicing profession. In do- 
ing this his department must integrate its 
own efforts with those of the State and 
Territorial Health Departments. This has 
been ably done all along, but we in Oklahoma 
have not before had the opportunity to un- 
derstand what this cooperation means. A 
good example is the cooperative effort to 
measure radio-active fall out. Our health 
department monitors the fall out in Okla- 
homa. This information is sent to the U.S.- 
P.H.S. as is that from all other states and 


(Continued on Page 589) 
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uest Editorials 


Carl Puckett, M.D. 


“Doctor Puckett has the health conditions 
well in hand and shows that he is especially 
interested in the welfare of the little un- 
fortunates.” Thus reads a comment in the 
1912 annual report of the State Commis- 
sioner of Charities and Correction. At this 
time, Doctor Puckett was in private prac- 
tice in Pryor and served as physician for 
the nearby Whittaker Orphanage. This 
simple statement characterized the life work 
of this pioneer physician whose death re- 
cently occurred. The same volume contains 
his well-written report of conditions in the 
orphanage. In it is a statement that 45 per- 
cent of the orphans had lost one or both par- 
ents from tuberculosis; thus, reflecting an 
early interest in the disease which complete- 
ly occupied the last 30 years of his life. This 
same annual report also contains still an- 
other illuminating little item. It tells of his 
adoption of one of the Whittaker Home 
children. 


Carl Puckett had a warm, friendly smile, 
a keen mind and with it a number of quali- 
ties that set him a cut above most of us. 
He was a dedicated, selfless man of strong 
character, with definite convictions about 
how best to cope with life’s problems. He 
never lacked the courage to stand up for 
these beliefs and always fought fairly. When 
one disagreed with him it never engendered 
bitterness. Another trait was his loyalty; 
for example, his attachement for Pryor and 
his early friends there never diminished. 


Doctor Puckett made a substantial con- 
tribution to public health in Oklahoma while 
serving as State Commissioner of Health. 
He was the first to have a clear concept of 
what was needed to establish adequate pub- 
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lic health facilities for the State. He se- 
cured, with the aid of the Rockefeller Foun- 
dation, funds with which to establish our 
first fulltime county health departments. 
“The Oklahoma State Tuberculosis Associa- 
tion was organized in 1918. When Doctor 
Puckett became its director in 1927, it was 
in poor financial straits. During the ensu- 
ing years, he dipped into his pocket on two 
occasions to help keep it solvent. The 1930's 
were trying years for everyone but during 
this period Doctor Puckett battled along and 
set up local tuberculosis associations in near- 
ly every county in the state. Organizing a 
voluntary group was one thing, but keeping 
it active and functioning every year is some- 
thing else. That he succeeded is measured 
by the strength of the present organization 
and position it holds nationally. He was a 
strong believer in the responsibilities of the 
local government toward the people. If pro- 
grams initiated by the Association showed 
merit, he then encouraged local and state 
government to assume the responsibilities of 
carrying them forward. His relations with 
the tuberculosis control division of the State 
Department of Health were always of the 
best. He cooperated in a manner which pre- 
vented any overlapping or duplication of ac- 
tivities of the two organizations. During 
the many long years that Doctor Carl! de- 
voted to the fight against tuberculosis the 
annual deaths in Oklahoma dropped from 
1,350 to 170. 


This pioneer physician was proud of such 
things as his renown as a grower of straw- 
berries, his long record as an OU football 
fan, but his outstanding achievement was 
his simple devotion to duty. Following this 
path brought great achievement and a 
worthy inspiration for us to follow.—Rich- 
ard M. Burke, M.D. 
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FETAL SALVAGE in OBSTETRICS 


A healthy child delivered of a healthy 
mother has always been the final successful 
achievement of the obstetrician by whatever 
name he or she may have been called. Dur- 
ing the present era of good antepartum ob- 
servation, hospital deliveries, blood banks, 
antibiotics, and other ancillary aids in tak- 
ing care of the pregnant woman, her own 
chance of running afoul of serious danger 
had been reduced to a very small figure. Ma- 
ternal Mortality Committees are now find- 
ing that probably more than half the deaths 
of mothers could have been prevented if they 
had been cared for with the maximum 
knowledge now available and with complete 
cooperation of all parties. Although I do not 
want to imply that we are near any mil- 
lennium concerning maternal safety, I do 
wish to bring to your attention that while 
the maternal mortalitv has very steadily de- 
creased over a large number of years there 
has been correspondingly a much less pre- 
cipitous drop in fetal salvage. Actually in 
the last five or ten years the perinatal mor- 
tality rates have gone down very little. 


The problem of delivering a live baby 
does not start at term when the woman 
starts her labor. Whether or not she ever 
gets pregnant is the initial point of any at- 
tempt to cause a favorable outcome so far 
as the child-bearing potential is concerned. 


Table I indicates some of the factors 
concerned with those who cannot impreg- 
nate. The actual number of such unfortun- 
ate family groups is not completely known, 
but certainly the numbers of couples that 
apply for babies for adoption runs into the 
thousands yearly in the United States, and 
in addition there are many others of which 
there are no record who take their problem 
philosophically and do not seek medical ad- 
vice. 


It is trite to say that it takes two to pro- 
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The following discussion was presented at 
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duce a conception, and yet from a clinical 
standpoint we continually see young women 
who have been “worked up” rather vigor- 
ously, and yet whose husbands have never 
been examined. It is rather difficult to de- 
termine the exact number of couples in 
which the husband is the faulty individual, 
but the percentages seem to run about 40 
percent. It is also a much simpler procedure 
to investigate the male than the female, and 
its omission in any investigation of infertili- 
ty is indefensible. 


The search for causes of infertility in the 
female is often time-consuming and usually 
involves considerable expense and discom- 
fort. An adequate pelvic examination should 
determine any anatomical defects that may 
have a bearing on impregnation, but the in- 
vestigation of the woman’s functional ca- 


TABLE |! 
CANNOT IMPREGNATE 


MALE FEMALE 
Anatomic? 
Functional? 
Psychosomatic? 

General 

Genital 


Disease 
Disease 
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pacity is not easy. Patency of the fallopian 
tubes can be determined by gaseous or radio- 
paque substances, and the results are gen- 
erally satisfactory so far as such determin- 
ations are concerned. The treatment of ob- 
structions on the other hand is quite an- 
other matter, and we do not believe that the 
various operations which have been con- 
ceived with the object of establishing and 
maintaining patency in previously closed 
tubes show sufficient promise that we can 
conscientiously recommend them except in 
most unusual circumstances. 


The actual determination of ovulation is 
not quite as simple as some assume it to be. 
The evidence at best is “hearsay.” In very 
few instances do we ever actually know by 
direct knowledge that an ovum has produced 
in any given menstrual cycle. We simply 
know that the individual either does or does 
not manifest the usual hormonal changes re- 
flected in the endometrium or other parts of 
the body that usually represent such ovalula- 
tion. There may be some question as to 
whether ovulation in the opposite ovary is 
always completely suppressed. It is well 
known that many pregnancies occur at times 
in the menstrual cycle that it should be im- 
possible for conception to take place. 
Furthermore, even if it is determined that 
the woman is perfectly normal and healthy 
in every way and that her functional capacity 
is good, and she appears to ovulate, and her 
husband is normal and healthy, and seems to 
have good sperm, there is still a group of 
couples who do not attain their desire. From 
a clinical standpoint the principal interest 
in this statement is a warning not to be too 
optimistic in promising people that they 
simply need more time, or whatever it is that 
the average doctor is apt to tell such individ- 
uals when he finds nothing wrong and as- 
sumes that the two individuals are perfectly 
healthy simply because our knowledge isn’t 
far enough advanced to determine some ex- 
isting malfunctions of which we know 
nothing at present. 


I believe there is no real question that 
tensions, fears, phobias, etc. may cause suf- 
ficient reaction in an individual that preg- 
nancy is prevented; but it is a field in which 
I am not competent to discuss except to ad- 
mit its existence. 
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Any severe systematic disease, particular- 
ly the various anemias, diabetes, tuberculosis 
and other chronic disease, will prevent con- 
ception; and if such diseases are the factor 
or only factor present, their correction will 
often allow conception to take place. The 
treatment of specific genital disease belongs 
in the same category. If such diseases are 
found, they should be treated before the pa- 
tient is surveyed any further. 


Fetal salvage is perhaps the wrong title 
to use when the foregoing matters are dis- 
cussed, but in the long run more people who 
can be successfully treated for infertility the 
greater will be the number of children that 
are born healthy and alive, which after all 
is the prime objective of all obstetrics. 


TABLE Il 


IMPREGNATES BUT ABORTS 

Endocrine Dysfunction 

Ovary 

Thyroid 

Pituitary 
Anatomic Anomaly 
Pelvic Disease 
General Disease 
Psychiatric Factors 


Table II indicates some causes of an un- 
happy group of individuals who have no 
trouble in conceiving but who do not carry 
their pregnancies through the first trimester. 
It is our impression that many of these people 
belong to a very broad category which might 
best be termed “general inadequacy.” While 
it is not too difficult in the average individual 
to determine whether they have endocrine 
malfunctions, it is by no means a simple 
thing to bring such individuals to a normal 
enough physical state that they can become 
pregnant. I am not hopeful of the actual 
end-results so far as pregnancy goes in many 
of the individuals who show endocrine dys- 
function. While it is true that many of them 
can be brought to what amounts to a chemic- 
al balance, and while it is true that often they 
can be made to menstruate normally, and in 
some instances can be made to ovulate, the 
actual percentage of pregnancies falls far 
short of the expectation of the clinician. Some 
pelvic anomalies may be corrected providing 
that we know that the conceptus is otherwise 
normal. It is unwise to attempt surgical re- 
pair of the various duplications of the genital 
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tract unless it is known that the patient is 
capable of satisfactory ovulation and has a 
normal endometrium. The treatment of 
localized pelvic disease and general systemic 
diseases also will afford and opportunity for 
continuation of the pregnancy if the condi- 
tions are corrected. It is my impression that 
many of the mild viral infections, such as the 
common grippe may cause as much damage 
as German measles or some of the other dis- 
eases that have been implicated in fetal ano- 
malies. Psychiatric factors are somewhat 
difficult to determine accurately, but un- 
doubtedly play a part in causing some of 
these women to abort before their pregnancy 
is well started. 


TABLE Ill 


Abnormal Implantation 
Anomalous Fetal Development 
Placental Aspects 

(Cord Variations) 


Table III indicates some of the factors in 
the conceptus which lead to defective preg- 
nancy. If the implantation is too low in the 
uterus, or is in an area of endometrium in 
which nutritional facilities are under-devel- 
oped, abortion will take place. Placenta 
previa or some other placental positional ab- 
normality may result from low implantation 
even though satisfactory growth can occur. 
Some of these may approach term and mav 
be saved. Anomalous fetal growth is a con- 
dition of which we know little except in a 
general way. Noxious influences, which may 
be poison, disease, infection, and perhaps 
even trauma may cause anomalous fetal de- 
velopment with the final production of mon- 
strous babies. There is also evidence that 
there may be an hereditary tendency for the 
production of such monsters. A woman who 
has had one monstrous baby has a somewhat 
greater chance of having another than an in- 
dividual who has none at all. Placental de- 
fects are often associated with other types 
of disease, particularly toxemic and hyper- 
tensive syndromes, and theoretically at least, 
the correction or amelioration of these should 
prevent some of the placental defects that 
cause the loss of the infant in utero. Cord 
variations are usually not susceptible of any 
treatment. They usually cause fetal death 
before any method of diagnosis is available, 
and whe the baby is born the loops and 
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knots and abnormalities are noted for the 
» first time. 


A list of our maternal complications in 
stillborn babies in a recent survey is indi- 
cated in Table IV. 


TABLE IV 


MATERNAL COMPLICATIONS 
ASSOCIATED WITH STILLBIRTH 


Premature Rupture of Membranes 
Abruption of Placenta 
Toxemias of Pregnancy 
Prolapsed Cord 
Placenta Previa 
Maternal Infection 
Dystocia 

Inlet 

Mid Pelvic 

Outlet 

Breech 
Inertia 
Diabetes 
Anemia 
Fibroids 


The group as a whole is endless and in- 
cludes almost any disease or accident that can 
happen to a woman in a childbearing age. 


Premature rupture of the membranes is 
one of the most distressing situations that 
occurs in the last trimester of pregnancy. 
There is no premonition, and when it does oc- 
cur it sometimes takes a nicety of judgment 
of the attendant to determine the best infant- 
saving procedure. If the membranes rupture 
when there is certain viability of the fetus 
labor should be induced to forestall infection. 
This may be done by the time-honored meth- 
od of castor oil and enemas or by the use of 
other methods such as intravenous pitocin in- 
fusion. If the infant appears to be very 
small or insufficiently advanced in gestation 
to have a good chance of viability outside of 
the uterus, it is best to protect the patient 
by placing her in bed at strict rest, with 
sedation if necessary, and perhaps with the 
administration of some broad spectrum anti- 
biotic to prevent ascending infection. The 
latter is a debatable point. It is our im- 
pression that unless there is uterine activity 
there isn’t any great chance of infection go- 
ing up into the amniotic sac. But since in 
such a situation a life is involved the possi- 
bility of danger of the use of antibiotics 
would seem to be secondary. It has been 
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possible to carry women six weeks and long- 
er with constant leakage of fluid but with a 
baby continuing its growth. This is cer- 
tainly better than the delivery of a prema- 
ture baby who succumbs to the usual hazards 
of immaturity. It is of course needless to 
remind attendants in such a case that if there 
is certain death of the fetus, there is no point 
in wasting the woman’s time, money and 
energy in expectancy. If the fetus is dead 
or there is evidence that it is a monstrosity, 
there is no point in withholding induction at 
any time. There have been recent glowing 
accounts particularly in the Saturday Even- 
ing Post of drugs which will inhibit pre- 
mature labor. Discussions with some of the 
people that have had the opportunity to use 
such drugs indicate that they are not nearly 
as satisfactory as the original reports indi- 
cated. Another drug that is used for the in- 
hibition of premature labor per se is pro- 
gesterone in relatively large amounts. While 
I would not find fault with anyone who 
wanted to use it, our own experience with it 
has been disappointing, and our own tenden- 
cy is to treat premature labor by rest and 
sedation only. 


Toxemia of Pregnancy 


The toxemias of pregnancies could be the 
subject of a whole meeting regarding both 
the treatment of the mothers and the effect 
on the survival of the infants. We divide the 
toxemias into two groups so far as the fetus 
is concerned. The first group, and the one 
which gives us the most concern, is the severe 
hypertensive types of disease together with 
the severe nephritic types of toxemia. It is 
our experience that these people do not carry 
their pregnancies well, that frequently the 
toxemia becomes worse during pregnancy, 
and that frequently there is death in the fetus 
in utero before viability. The individuals so 
afflicted should have the benefits of maxi- 
mum obstetric care to the point of being hos- 
pitalized through most of their pregnancies 
We know of no drugs that lead to consist- 
ently good results, nor do we believe that 
such individuals are ever good candidates for 
pregnancy. A certain few severe hypertens- 
ive individuals may be benefited by sur- 
gical reduction of their blood pressure, and 
perhaps may maintain lower levels long 
enough to become pregnant and have one 
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child which attains viability. In the long run 
we have found that these people are probably 
the poorest candidates for pregnancy of any 
that we handle. 


The so-called specific toxemias of preg- 
nancy, preeclampsia and eclampsia, on the 
other hand are generally amenable to a cer- 
tain amount of control. If individuals with 
preeclampsia are promptly handled the dis- 
ease does not get out of hand. Since it usual- 
ly doesn’t develop until the last trimester, if 
there is any uncertainty about the chances of 
fetal survival in utero, the termination of 
pregnancy either by induction of labor or by 
cesarean section usually results in a favorable 
fetal outcome. The principles of maintaining 
such individuals under reasonable control are 
rest, sedation, restriction of salt and caloric 
intake, and the use of certain of the anti- 
tensive drugs. I might say parenthetically 
that although there has been a rather large 
experience with the anti-tensive drugs in the 
severe fulminating types our rather moderate 
experience with their use in the lesser de- 
grees of the disease has not convinced us of 
their general efficacy except as an emergency 
procedure in severe disease. We do not like 
to see pregnant women suffer preeclampsia 
for any great length of time. We think that 
the infant should be delivered after not more 
than a few weeks unless the disease can be 
notable decreased in severity. If the patient 
does not respond to the usual treatment, we 
think that one or two days is sufficient time 
to warrant a decision as to whether or not 
delivery is necessary. The same methods are 
used for eclampsia. 


Hemorrhage 


The bleeding complications of the last part 
of pregnancy threaten not only the fetus but 
the mother and over the last few years the 
treatment has become almost standardized. 
There are two principal methods of treating 
placenta previa. If the placenta previa is 
central a section should be the method of de- 
livery. If a cesarean section is not necessary 
the other method is to rupture the membranes 
with or without the use of a pitocin infusion. 
There are perhaps times when the Willett 
clamp might be of some help, but the col- 
peurynters of years ago are generally con- 
sidered unnecessary temporizing in the face 
of serious trouble. If the bleeding from a pla- 
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centa previa occurs early and the patient can 
be under maximal care, it is not even neces- 
sary to make a certain diagnosis. Such people 
can be observed for weeks at a time if neces- 
sary in the interest of fetal growth in utero. 
If there is no serious hemorrhage, and treat- 
ment isn’t forced upon the attendant, there 
is no need to examine vaginally by any means 
that might cause hemorrhage simply in the 
interest of a diagnosis. 


The other major obstetric hemorrhagic 
emergency is abruption of the placenta. If it 
is severe there is a certain fetal loss before 
much can be done about it. If the abruption 
is massive and sudden, the fetus dies in a 
matter of minutes. However, if the fetus is 
alive and the abruption is moderately severe, 
we believe that cesarean section is the best 
and fastest way to ensure a living baby. If 
the baby is already dead, or if the abruption 
is not very severe in a multipara, often rup- 
ture of the membranes is sufficient to pro- 
duce a rapid enough vaginal delivery to save 
the infant. We believe that temporization ac- 
counts for a much higher fetal loss than need 
be borne. It may also lead to- hemorrhagic 
states associated with blood clotting defects. 


Disproportion 


At the present time when the mortality of 
cesarean section is as low as it is and the 
dangers to the mother not overly great, no 
infant should die because of disproportion. 
If satisfactory progress hasn’t been made 
in a reasonable time, an infant should not 
be allowed to pound its life out against un- 
yielding maternal surfaces in an attempt to 
have a vaginal delivery at any cost. Cer- 
tainly if a primigravida starts labor with 
a floating head and it doesn’t soon engage, 
the obstetrician must be prepared to evalu- 
ate the case fairly promptly to insure sat- 
isfactory outcome. This would include pel- 
vice roentgenograms by whatever technic 
the obstetrician or his roentgenologist are 
accustomed. This, however, is simply one 
more laboratory test in judging whether or 
not the patient will deliver. It is only a 
shadow and has no information whatso- 
ever concerning either the uterine contrac- 
tions, the precise size of the baby, or the 
baby’s moldability. These latter factors 
must be assessed by personal examination. 
Engagement of a cephalic pole in the inlet 
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doesn’t insure a satisfactory vaginal de- 


* livery. In the various funnel types of pelvis 


an obstructive labor can either kill a child 
or make the vaginal delivery by forceps so 
traumatizing that its chance of survival is 
greatly jeopardized. The mortality of breech 
presentation can be reduced by judicious use 
of operative delivery rather than breech ex- 
traction through a pelvis that is too small to 
accommodate the particular infant. 


Inertia according to the text books of 
obstetrics may be either primary or second- 
ary. It is primary when the labor never does 
become well established, and secondary 
when, after a period of good labor, there is 
a diminution usually because of some degree 
of fetopelvic disproportion. The same judg- 
ment must be used in handling inertia as is 
necessary in handling dystocia. We have 
found that the judicious use of intravenous 
pitocin will very frequently allow satisfact- 
ory resumption of labor with eventual good 
outcome. 


General Disease 


For many years women diabetics simply 
didn’t get pregnant. Their disease, was too 
severe, and they were considered infertile. 
With the advent of careful use of insulin 
many individuals are now becoming preg- 
nant, but they still pose a difficult problem 
both for the internist and the obstetrician. 
The diabetes becomes less controllable dur- 
ing pregnancy. Patients with diabetes are 
also much more prone to develop toxemia 
and polyhydramnios. In the presence of 
these the fetal outlook is poor. We have 
frankly swung back and forth between 
treatment by early delivery, even though it 
might require cesarean section and allow- 
ing the patient to go to normal termination 
of labor with spontaneous delivery. At the 
present time in spite of glowing reports by 
both means of treatment we have yet to 
have a clear idea of our own experience in 
this regard. We do think that it is better 
to accomplish delivery in diabetic women 
somewhat earlier than if they did not have 
the disease. The exact timing, however, is 
uncertain and we are not sure whether it 
should be done by surpapubic delivery or by 
induction of labor. 


It is well known that pregnant women are 
prone to develop anemia particularly the 
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iron deficient variety, and one should not be 
lured into the trap of being assured of satis- 
factory blood counts because an_ initial 
hemoglobin early in pregnancy is within 
normal limits. While we do not think that 
every pregnant woman should be provided 
with a whole group of vitamin-iron-calcium 
pills except on indication, the hemoglobin 
should be checked several times during the 
pregnancy to insure a satisfactory level so 
that the fetus will not be deprived of es- 
sential blood building elements. 


While as with any other statement in 
medicine there are exceptions, it is our 
opinion that any surgical disease should be 
treated surgically without regard to the 
pregnancy. Occasionally such surgical treat- 
ment of disease such as appendicitis may, 
because of the toxicity of the initial disease, 
cause premature labor sometimes too early 
for fetal survival. 


TABLE V 
METHOD OF DEVLIVERY, STILLBIRTHS 


Spontaneous Vertex 60.8% 
Spontaneous Breech 17.5% 
Low Forceps 2.8% 
Breech Extraction 3.5% 
Cesarean Section 4.2% 


Table V shows the method of delivery in 
a series of stillborn infants. It may be noted 
that at the Margaret Hague Maternity Hos- 
pital forceps are not a routine procedure for 
delivery principally because of the difficulty 
of control in a unit with over 300 individ- 
uals delivering babies. These figures are 
reasonably equivalent to the figures for the 
same types of delivery in the whole hospital 
population. We think that there is not a 
great deal of fetal loss because of the meth- 
od of delivery. In general fetal loss occurs 
from the other factors which have been 
discussed. 


TABLE VI 
TIME OF DEATH, STILLBIRTH 





Premature, Antepartum 53.6% 
Premature, Intrapartum 9.6% 
Total Premature 63.2% 
Term Antepartum 23.6% 
Term Intrapartum 13.2% 
Total Term 36.8% 
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Table VI shows the time of death in the 
infants that were stillborn. It will be noted 
that over half of them occurred prior to 
labor in premature infants, and almost an- 
other quarter also occur antepartum in term 
infants, and that the total number that are 
lost intrapartum while the patients are in 
labor is a little over 22 percent. Most of 
this latter group include the hemorrhagic 
emergencies and some of the toxemias and 
a good many of the infants that died because 
of cord complications. 


TABLE VII 
CAUSE OF DEATH, STILLBIRTHS 


Abruption of Placenta 20.7% 
Cord Complications __, 13.2% 
Fetal Anomalies 10.4% 
Toxemia (All) 9.0% 
Unknown 46.7% 


Table VII indicates the causes of death as 
well as we could determine them. Abrup- 
tion is by far the largest single group. De- 
fects in the cord usually indicating true 
knots or multiple tight turns around the 
neck is next and prolapsed cords third. The 
fetal anomalies account for ten percent. It 
indicates that at least that number of our 
stillborn infants had no opportunity to live 
at all. In this particular group of categories 
the unknown group is over 46 percent. We 
would be a good deal less than honest if we 
implied that all of these causes of death are 
determined by autopsy which certainly isn’t 
true, but even those that do come to autopsy 
show far too high a number in which the 
pathologist is simply unable to find any 
specific cause. It is certainly not a cause of 
death to say a stillborn baby has atelectasis 
or any of the other more usual findings in 
such infants. 


TABLE VIII 
NEONATAL DEATHS, TIME OF BIRTH 


Previable 30% 
Premature 40% 
Term 30% 


Table VIII indicates the birth status of the 
babies that were born alive but did not 
survive. It will be noted that 70 percent of 
these never accomplished full term. A vig- 
orous attempt to reduce the factors that 
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cause prematurity would certainly reduce 
this figure a great deal. Those that die after 
a term birth are often associated with severe 
maternal complications. 


TABLE IX 
CAUSES OF DEATH, NEONATAL PRE TERM 
Congenital Anomalies 
Tentorial Tears 
Other Brain Hemorrhage 
(Atelectasis) 
(Hyalin Membrane Disease) 


Table IX shows the causes of death in pre- 
matures that died after being born alive. 
There is nothing particularly striking in 
this group of diagnoses, and except for the 
congenital anomalies we think that most of 
these infants could have survived if they had 
been brought to term. 


Table X, the last, indicates the causes of 
death in term infants that were born alive 
and died after birth. Once these infants are 
born their survival depends upon keen and 
accurate diagnosis. This is particularly true 
of the obstruction of the bronchial and in- 
testinal tracts for we have had good success 
with surgical relief of such obstructions pro- 
vided they are recognized before the infant is 
in a condition that is too critical to sustain 
the necessary surgical repairs. The percent- 
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age incidence has not been shown in the last 
two tables because there is considerable 
fluctuation from year to year percentage- 
wise, and there are many other causes that 
were not seen in the few years considered. 
TABLE X 
CAUSES OF DEATH, TERM INFANTS 

Congenital Anomalies 
Atelectasis 
Pneumonia 
Bronchial Obstruction 
Congenital Heart Disease 
Intestinal Obstruction 

(Meconium Ileus) 
Cerebral Hemorrhage 
Adrenal Hemorrhage 
Pulmonary Hemorrhage 
Erythroblastosis 
Other Blood Dyscrasias 
Unknown 


Conclusion 

The principal purpose of this discussion 
has been to bring to the attention of those 
practitioners delivering babies a few of the 
more common enemies they fight in their 
attempts to lower perinatal morbidity and 
mortality. If an alertness to these condi- 
tions, generated by this paper, saves an oc- 
‘asional infant that might have otherwise 
succumbed, the effort will have been worth- 
while. 


STOP RHEUMATIC FEVER 


Perhaps the physicians of our state have 
not been as impressed as they might have 
been with the menace of rheumatic fever. 
If so, they share this failing with physicians 
all over the country because, although rheu- 
matic fever is a reportable disease in most 
states, more children die of rheumatic fever 
each year than are reported. Comparing the 
figures to those of poliomyelitis it is evident 
that doctors as well as the lay public are 
most impressed by crippled legs than crip- 
pled hearts. Perhaps we have not been as 
assiduous in tracking down the streptococcus 
in the throats of our patients and our pa- 
tients’ families as we might have been. 
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The profession and the public alike have 
played up the importance of cancer 
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detection, although our preventive meas- 
sures in cancer cannot compare to those 
of rheumatic fever. Moreover, detection in 
rheumatic fever is simpler. The most im- 
portant tool is the blood agar culture plate 
on which to grow streptococci from the 
throat. In most places facilities are avail- 
able in Public Health laboratories to process 
the cultures without cost to the patient. 


Although is requires special vigilance on 
the part of the medical profession to STOP 
RHEUMATIC FEVER, more fundamental 
is the need for the patient to reach the doc- 
tor. One of the chief problems is the tre- 
mendous number of upper respiratory in- 
fectiens which occur every year. The “Fam- 
ily Study” of Dingle, Rammelkamp, et al., in 
Cleveland showed that respiratory infections 
are the most common afflictions of humans. 
The vast majority are probably of viral ori- 
gin and only about 10 percent are attribut- 
able to the beta-hemolytic streptococcus. For 
these reasons it has become customary for 
patients to treat their own upper respiratory 
infections with proprietary preparations, 
and often the doctor never sees them. No 
amount of vigilance on the part of the phy- 
sician will correct this situation. 


How to bring the patient to the physician? 
There is no sure answer to this problem 
but a good deal could be contributed if we as 
physicians recall that the word Doctor lit- 
erally means Teacher. Many of us, wholly 
occupied in fighting disease, take too little 
time for our part in prevention of disease, 
especially as it is achieved through an in- 
formed public. The problem of how to in- 
form the public is a delicate one, and one 
which has yet to be solved. Certainly the 
hysteria which has resulted from announce- 
ments about Asiatic Flu is not the right way. 
On the other hand. the doctor often has op- 
portunities to talk to civic clubs and par- 
ent-teachers groups, church groups, etc., and 
such occasions offer a chance to discuss 
quietly and seriously the problems posed by 
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beta-hemolytic streptococcal infection and 
the hazards of rheumatic fever. Individual 
contacts with patients and their families can 
often be turned to educational advantage if 
the doctor is thinking in terms of his role as 
a teacher. The aim is for patients to realize 
that a small percentage of upper respiratory 
infections are due to a beta-hemolytic strep- 
tococcus, especially those characterized by 
sore throat. It is important for patients with 
sore throats, especially children, to check 
in with their doctors in order to have a 
throat culture made. It is important that 
our patients and their families realize that 
the key to preventing rheumatic fever lies 
in nipping a streptococcal infection in the 
bud. This may be done by giving a full 
course of penicillin to every patient with a 
sore throat. This might be less costly in 
some instances and less complicated than 
getting a throat culture, but the disadvan- 
tage of using penicillin in all such respira- 
tory infections is the hazard of penicillin 
sensitization, which is becoming increasingly 
common and dangerous. If the physician 
can educate his patients to rely on the results 
of cultures to determine the therapy needed 
rather than requestion “a shot of penicillin” 
for every head cold he will have made a very 
important advance toward the rational and 
safe therapy of upper respiratory infections 
as well as toward the eradication of rheu- 
matic fever. 


It should be remembered that even the 
shrewdest physician cannot tell on clin- 
ical grounds in most instances whether or 
not a given sore throat is due to the strep- 
tococcus. Therefore education of the patient 
toward the acceptance of the need for cul- 
tures is important. At the same time, ap- 
propriate committees of physicians need to 
simplify problems of distribution of culture 
media and the transportation of cultures to 
the laboratory so as to expedite the exami- 
nation and eliminate delay through this 
and his educational efforts in the community 
we may yet STOP RHEUMATIC FEVER. 








Patent Ductus Artervosus 





DIAGNOSTIC Features and Differential DIAGNOSIS” 


MARION K. LEDBETTER, M.D., JOSEPH R. LATSON, M.D., 


Patent ductus arteriosus in its classical 
form can be recognized clinically in most 
cases by the typical continuous murmur at 
the pulmonary valve area, the variable degree 
of left ventricular hypertrophy, the wide 
pulse pressure and the usual absence of symp- 
toms. However, an erroneous diagnosis of 
patent ductus is frequently made in instances 
in which there is a murmur similar to that of 
the ductus. This paper deals with the diag- 
nostic features of the patent ductus and with 
those conditions or malformations of the 
heart with which it may be confused. 


The typical case of patent ductus arterios- 
us does not have significant pulmonary hy- 
pertension. This form of the malformation 
is distinguished from the large atypical duc- 
tus (usually in excess of 1 cm. in diameter’) 
in which pulmonary artery pressure is ele- 
vated as a consequence of pulmonary arterio- 
lar resistance to a large shunt of blood from 
the aorta. When the size of the left to right 
shunt is large as in the atypical ductus, pul- 
monary arteriolar resistance may not fall 
significantly with expansion of the lungs 
at birth, or at any time thereafter. Thus a 
pressure gradient between the aorta and pul- 
monary artery occurs only during systole and 
a diastolic component of the murmur may 
never develop. This represents the malig- 
nant form of ductus arteriosus, the differ- 
ential diagnosis of which may require cardi- 
ac catheterization, and sometimes retrograde 
aortography or venous angiocardiography. 


The pathogenesis of the murmur of the 
ductus is interesting. During fetal life the 
ductus arteriosus is a functional vascular 
channel as the lungs are unexpanded and the 
resistance in the pulmonary arteries is high’. 
Blood entering the pulmonary artery is di- 
verted into the descending aorta through the 
ductus. With expansion of the lungs at birth 
there is a fall in pulmonary resistance and 
blood is no longer diverted into the aorta. 
Should the ductus remain patent there is a 
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reversal of flow from the aorta to the pul- 
monary artery. With the normally occurring 
rise in systemic resistance and the continued 
fall of pulmonary artery resistance, a mur- 
mur with late systolic accentuation extends 
into diastole to produce a diamond shape on 
the phonocardiogram. The murmur occurs at 
the peak of the aortic pulse with maximal 
intensity at about the time of the second 
heart sound and when the largest volume 
of blood is shunted through the ductus. (Fig. 
1 and 2) Though sometimes noncontinuous, 
it may nevertheless be considered a murmur 
typical of the patent ductus in early infancy’. 
The typical continuous machinery murmur 
of the patent ductus is heard when systemic 
resistance is elevated sufficiently above pul- 
monary resistance to result in a significant 
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Fig. 1. This diagram depicts the anatomical location 
of the patent ductus arteriosus opposite the left sub- 
clavian artery. It indicates the manner in which 
there is an increase in blood flow to the pulmonary 
artery and lungs with consequent overloading of the 
left ventricle, as indicated by signs of left ventricular 
hypertrophy on the ECG. The phonocardiogram reveals 
the continous murmur with the peak of the diamond 
at the second sound. 


pressure difference in the aorta and pulmon- 
ary artery throughout the cardiac cycle. The 
shunt is only left to right with arterialized 
blood entering the pulmonary artery and 
there is thus no peripheral arterial unsatu- 
ration. 


The roentgenographic appearance of the 
tpical ductus may be that of a normal heart 
with normal pulmonary vascular shadows in 
the PA projection. (Fig. 3) Bruwer* has 
shown that cardiac enlargement and increase 
in pulmonary vascular markings are related 
to the size of the left to right shunt and 
parallel closely the development of pulmonary 
hypertension. Left atrial enlargement and 
prominence of the main pulmonary artery 
segment are the first chamber abnormali- 
ties to occur. Figure 4 is the PA view of a 
five year old girl with a large atypical ductus. 


Cabrera® in 1952 described characteristic 
electrocardiographic changes of hypertrophy 
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in terms of whether the strain or overloading 
of the ventricles occurs during systole or dur- 
ing distole. In the patent ductus, or in any 
malformation involving a significant left to 
right shunt distal to the right atrium, there 
is an increase in return of blood from the 
lungs to the left side of the heart during 
diastole and consequently, diastolic overload- 
ing of the left ventricle. In this instance, 
one may see flattening of the ST segment 
with tall peaked and symmetrical T waves in 
leads II, III], VF, and the left precordium. 
There may be in addition deep S waves in 
the right precordial leads and increased 
depth of Q waves with tall R waves over the 
left precordium. (Fig. 2) This pattern repre- 
sents changes of mild left ventricular 
hypertrophy. The degree of left ventricular 
hypertrophy depends upon the size of the 
ductus. There may be very minimal or no 
evidence of left ventricular hypertrophy 
in the small ductus, or pronounced left 
ventricular hypertrophy in the large ductus. 
The development of right ventricular hyper- 
trophy parallels the degree of pulmonary hy- 
pertension which may occur, and is depen- 
dent on increased resistance to right ventri- 
cular outflow during systole. Figure 5 demon- 
strates electrocardiographic findings in the 
presence of a large left to right shunt. Right 
ventricular hypertrophy is shown by tall R 
waves, in the case of (b) the ventricular 
septal defect by RR’, and by deeply inverted 
and peaked T waves over the right pre- 
cordium. 


Retrograde aortography has been de- 
scribed by Kieth® as a relatively safe pro- 
cedure for infants when the diagnosis of 
patent ductus is suspected but clinical find- 
ings are not classical. in our clinic a dose 
of 1 c.mm. for each kg. of body weight of 
30 percent urokon as a contrast agent is 
injected into the left subclavian artery and 
serial films are taken in the left anterior 
oblique view. In the presence of a ductus 
the aortic arch is not visualized and a com- 
munication between the aorta and the pul- 
monary circulation is demonstrated at the 
level of the left subclavian artery. (Fig. 6) 


Cardiac catheterization, when necessary 
for diagnosis, reveals, in the ductus, a step- 


up in oxygen saturation in the pulmonary 
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Electrocardiogram and phonocardiogram of 8 yr. old girl with typical patent ductus. ECG reveals left 


ventricular hypertrophy as seen at the left precordium by flattened ST segment, peaked T, deep Q and tall 


R waves 


Phonocardiogram reveals sounds recorded from above downward and labeled for ECG, L.I aortic 


valve area, L.II pulmonic valve area, L.III Fourth interspace at left sternal border. 


artery. In the presence of pronounced pul- 
monary hypertension the step-up is less 
distinct, and may be demonstrated only when 
100 percent oxygen is administered to the 
patient. This procedure results in lowering 
pulmonary resistance and increases the left 
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to right shunt. With pulmonary valve in- 
competence due to elevated pulmonary pres- 
sure a step-up may occur in the right ven- 
tricular outflow tract. Catheterization find- 
ings of the ductus and other malformations 
are summarized in table II. 
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Table I 
Differential Diagnosis of Ductus Arteriosus 


1. Venous hum 
2. Ventricular Septal Defect with Semilunar valve 
regurgitation 
3. Aortic Stenosis and regurgitation 
4. Aortic Septal Defect 
5. Post-valvular stenosis of Pulmonary artery 
6. Truncus arteriosus 
a. True truncus 
b. Pseudo truncus 
7. Arteriovenous fistula 
a. Systemic 
b. Pulmonary (venous-arterial) 
ec. Coronary 
Aneurysm 
a. Sinus of Valsalva with rupture 
b. Aorta with rupture to pulmonary artery 


Venous Hum 


In childhood there is commonly heard a 
venous hum at the base of the heart which 
has frequently led to the erroneous diagnosis 
of patent ductus. The hum is a continous 
murmur and is usually of maximal intensity 
at the aortic area, but is often equally loud 
at the pulmonary area. It has a continuous 
high pitched quality and lacks the late sys- 
tolic accentuation and decrescendo rumbling 
quality in diastole of the ductus. Of more 
help in differentiation, however, is the fact 
that the hum invariably disappears or dimin- 
ishes with the patient in the supine position, 
while the intensity of the ductus murmur is 
accentuated in this position. The hum is in- 
tensified by the extension of the neck and is 
usually obliterated by flexion of the head on 
the chest or by compression of the external 
jugular vein. It is a benign murmur of no 
significance.’ 


Ventricular Septal Defect 


The murmur of this defect is classically 
systolic, and is of maximal intensity at the 
fourth interspace at the left sternal border. 
But because of the wide transmission of mur- 
murs in infants and small children this local- 
ization is often not of diagnostic value. A 
high membranous ventricular septal defect 
may be associated with an abnormaly placed 
or deformed aortic cusp adjacent to or above 
the defect.?** Aortic insuffiency may result 
with consequent systolic and diastolic mur- 
murs which, in infancy, may be difficult to 
distinguish from the ductus murmur. (Fig.7) 
There may be similarly a diastolic murmur of 
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pulmonary incompetence due to dilatation of 
the pulmonary valve ring in ventricular sep- 
tal defect with pulmonary hypertension. 
Phonocardiography is particularly helpful in 
portraying this high pitched Graham Steell 
murmur which immediately follows the 
second heart sound and is decrescendo in 
quality.'° 


In a rare instance the aortic cusp may 
herniate into the right ventricle through a 
high ventricular septal defect just below the 
aortic valve to cause a machinery murmur 
and signs of severe aortic insufficiency. 
Danaraj" described a striking case in a four- 
teen year old girl who expired several hours 
following the onset of severe retrosternal 
pain. At autopsy, the right aortic cusp which 
was not sclerosed or infected had herniated 
through a ventricular septal defect of 1 cm. 
in diameter. 


Catheterization in the ventricular septal 
defect reveals an increase in oxygen satura- 
tion in the right ventricle at the inflow or 
mid level. Pressures in the ventricle and pul- 
monary artery are less than or equal to that 





Fig. 3. Roentgenogram of same patient as Fig. 2 with 
no increase in cardio-thoracic ratio and no increase 
in pulmonary vascular markings. The only abnormal- 
ity is possible slight prominence of the main pul- 
monary artery segment. 
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of the aorta, depending on the size of the 
defect. 


Aortic Stenosis and Regurgitation 


The murmurs of congenital aortic stenosis 
and regurgitation may simulate that of the 
patent ductus. In this condition the systolic 
murmur decreases in intensity prior to the 
second heart sound,’ while the ductus mur- 
mur is accentuated at the second sound. Di- 
agnosis may be difficult due to the fact that 
the murmur of aortic stenosis may in infancy 
be maximal] in intensity at the left sternal 
border, rather than over the aortic valve 
area. The electrocardiogram may reveal, as 
in the ductus, only mild left ventricular hy- 
pertrophy. 


Aortic Septal Defect 


This malformation consists of a defect 
between the base of the aorta and the pul- 
monary artery just above the semilunar 
valves. It results from a partial defect in 
development of the spiral septum which nor- 
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Fig. 4. Roentgenogram of five year old girl with 
atypical ductus. There is cardiac enlargement, promi- 
nence of the main pulmonary artery segment and 
increase in pulmonary vascular markings. 
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mally divides the truncus arteriosus into the 
two great vessels by the eighth week of in- 
trauterine life.’*? Since the pulmonary circu- 
lation is subjected to the pressure of the 
aorta there is usally pulmonary hyperten- 
sion and only a systolic murmur. Thus this 
defect must ordinarily be differentiated from 
the large atypical ductus. However, when the 
defect is small and the murmur may be con- 
tinuous and of maximal intensity at the third 
left interspace instead of at the second inter- 
space as in the ductus. Differentiation from 
the ductus is important because of the neces- 
sity of separating the vessels by dissection 
and suturing of the walls. This technique™ 
usually requires hypothermia or probably 
more satisfactorily, the employment of extra- 
corporeal circulation with cardio-pulmonary 
bypass. 


Catheterization reveals findings similar to 
those of the ductus. However, the catheter 
may be made to enter the right subclavian or 
right common carotid artery through the 
aorta, a maneuver not possible in the ductus. 


Post-Valvular Stenosis of Pulmonary Artery 


Stenosis of the trunk or a branch of the 
pulmonary artery distal to the pulmonary 
valve has been recently described,'6 
and is considered to be a benign malfor- 
mation. A systolic murmur is usual but 
sometimes a continuous murmur may be 
present. Gyllensward" reported the case of 
a thirteen year old girl with a continuous 
murmur believed to have a ductus. After 
catheterization and retrograde aortography 
failed to demonstrate a ductus, selective 
angiocardiography was performed with the 
contrast medium injected into the main pul- 
monary aretry. Multiple stenoses in the lobar 
branches of the pulmonary arteries were 
demonstrated. 


True Truncus Arteriosus 


In this malformation a common arterial 
trunk overlying a ventricular septal defect 
arises from both ventricles. Large pulmonary 
arteries arise from this trunk and the lungs 
are plethoric. Cyanosis due to the right to left 
shunt is usually minimal. Ear oximetry may 
reveal peripheral arterial unsaturation of a 
degree not apparent by inspection. (Fig. 9) 
Both systolic and diastolic murmurs may 


Journal of the Oklahoma State Medical Association 











Fig. 5. Electrocardiograms of (a) five year old girl 
of figure 4, ‘b) two year old boy with ventricular sep- 
tal defect, (c) eleven year old boy with true truncus 
arteriosus, and (d) fourteen year old boy with aortic 
septal defect. These patients were found by catheteri- 
zation to have pulmonary artery pressure equal to 
systemic pressure. All have ECG findings of combined 
ventricular hypertrophy. (see text) The tracings in 
(a) and (c) reveal in addition, complete A.V. dissocia- 
tion. 


be audible but are usually noncontinuous. 
(Fig. 7) 


Catheterization reveals a step-up in oxy- 
gen saturation in the right ventricle where 
pressure is found to be equal to that of the 
aorta. The aorta is huge and the catheter is 
made to enter the pulmonary arteries with 
difficulty. Aortography, again in the LAO 
view, (Fig. 10) outlines the arch of the aorta. 
The contrast agent enters the pulmonary 
circulation near the base of the truncus. The 
aortogram may be very similar in aortic sep- 
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tal defect. For differentiation 
from this defect, venous angio- 
cardiography** may reveal early 
filling of the aorta in the trunc- 
us, but not in the aortic septal 
defect. 


Pseudo Truncus Arteriosus 


This malformation may be 
considered an atypical type of 
tetralogy of Fallot in which the 
pulmonary artery is atretic. It 
differs from the true truncus 
in that the pulmonary circula- 
tion is supplied by bronchial ar- 
teries arising from the truncus. 
There is a diminished pulmon- 
ary blood flow and consequently 
collateral vascular channels de- 
velop to the lungs with systolic 
or continuous murmurs over- 
lying these channels. (Fig. 7) 
Unlike the ductus, in this defect 
there is cyanosis, the degree in- 
versely related to the amount of 
circulation to the lungs. Roent- 
genography (Fig. 11) contrib- 
utes greatly to the diagnosis 
with findings of a large aorta, 
pronounced ventricular enlarge- 
ment with shelving of 
the right ventricle, and diminution in pul- 
monary vascular markings. 


Arteriovenous Fistulae 


In these defects fusion of venous and ar- 
terial septa are incomplete. They may occur 
in the systemic, pulmonary or coronary cir- 
culations and characteristically give a sys- 
tolic or a continuous murmur with maximal 
intensity over-lying the malformation. John- 
son’ reported a case of a thirty-one year 
old woman with a fistula of the left sub- 
clavian vessels with a thrill and machinery- 
like murmur over the left upper anterior 
portion of the chest. Compression by the 
finger at the medial end of the clavicle caused 
decrease in the intensity of the thrill and 
murmur. Diagnosis was established by ca- 
theterization which revealed an unusual step- 
up in oxygen saturation in the left subclavian 
vein; and by angiocardiography which dem- 
onstrated the lesion. Fistulae involving in- 
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Cardiac Catheterization 


Site of O. Step-up ’ Expected Pressure in PA and RV 
Ductus (typical) PA Less than aorta 
Ductus (atypical) PA Less than or to aorta 
Ductus with pulmonary 
insufficiency RV outflow Less than or to aorta 
Ventricular septal 
defect RV inflow to mid Less than or = to aorta 
Aortic Septal defect PA Less than or to aorta 
True truncus RV to aorta 
Coronary fistula RA or RV Less than aorta if RA 


Less than or to aorta if RV 


Sinus of Valsalva RV Less than or ro aorta if RV 
PA, pulmonary artery: RV, right ventricle; RA, right atrium 


Table II. With a left to right shunt pulmonary pressure may be normal (15-30 mm. mercury) or may be ele- 
vated. When the defect is large, pulmonary resistance may approximate systemic resistance, but will not 


exceed it. 


ternal mammary or intercostal vessels”? may arteries to the lungs may be involved but 
similarly imitate a patent ductus. do not result in peripheral unsaturation. A 
continuous murmur may be audible over the 
fistula if it occurs near the periphery of the 
lung. Commonly in either pulmonary or 
bronchial artery fistula roentgenographic 
and fluoroscopic examination reveals an ir- 
regular pulmonary vascular shadow or 
shadows, sometimes pulsatile.” 


In pulmonary artery arteriovenous fistula 
the pulmonary vessels involved in the fistula 
do not communicate with alveolar capillaries. 
Venous blood is shunted into the pulmonary 
veins where it returns unoxygenated to the 
left atrium resulting in peripheral arterial 
unsaturation, the degree dependent upon the 
size of the venous arterial shunt. Bronchial A fistula involving coronary arteries pro- 
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Fig. 6. Retrograde aortogram of a two year old boy who presented only a systolic murmur on examination. 
Communication with the pulmonary artery through a large ductus is seen opposite the left subclavian artery. 
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duces a continous murmur over the pre- 

cordium and the pulse pressure is widened; 

when the shunt is large there are signs of 

3 rr] aortic insufficiency. The fistula may com- 

| municate with coronary veins to empty into 

— Wt a Ane the coronary sinus or an aberrant coronary 

1 1 i Ti t artery may communicate directly with a 
—=— =——— = . heart chamber. They are known to increase 








gradually in size and to necessitate a pro- 
gressive rise in cardiac output and may lead 
ultimately to congestive heart failure.” Ca- 
theterization with a large increase in arterial 
oxygen saturation in the right atrium or 
right ventricle may be suggestive of the di- 







































# Ene ; agnosis. Figure 12 depicts the roentgeno- 
t t ‘TL: graphic findings of a twelve year old gir! 
jo} : is BESS | with aneurysmal dilatation of the right coro- 


























VSA PULMONARY a nary artery which emptied directly into the 

ew EET right ventricle. Surgical correction was ac- 
} complished by division and ligation of the 
' vessel near the ventricular wall. A similar 
case was reported by Davis” in 1956. 








Aneurysms 





ge Aneurysm of an aortic sinus (of Valsalva) 
| probably results from a congenital weakness 



































TRUE TRUNCUS ARTERIOSUS 





Fig. 7. Phonocardiograms of the first three patients 
in Fig. 5. (a) Low pitched systolic murmur followed 
by the louder diastolic murmur of pulmonary valve 
incompetence secondary to pulmonary hypertension 
i (b) Loud systolic, and diastolic murmur of aortic in- 
fT Ht ati al A sufficiency—recorded at slow and fast speeds. (‘c) 
Systolic murmur followed by diastelic murmur of pul- 
monary regurgitation. ‘d) Three year old girl with con- 
tinuous murmur due to shunting of blood through 
systemic colateral channels to the lungs 
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Fig. 8. Roentgenograms of, left to right, five year old girl with ventricular septal defect and aortic insuf 
ficiency, true truncus arteriosus ‘same case as figures 5 and 7) and aortic septal defect ‘same case as figure 
5). Note the similarity of these films to that of the atypical ductus in figure 4. All involve a large left to right 
shunt. 
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Fig. 9. For oximetry of same child as figures 5, 7, 
and 8 with true truncus arteriosus to demonstrate 
subtle degrees of oxygen unsaturation. Resting level 
of 87% may not have been apparent as cyanosis by 
physical examination. O, saturation fell to 73% on 
excercise and rose to within the normal range of 
95% on breathing 100% O.. 


in the base of the aortic septum where this 
structure unites in fetal life with the ven- 
tricular septum. The right coronary sinus 
and on a few occasions the posterior or non- 
coronary sinus is involved,” and may rup- 
ture into the right ventricle or less often into 
the right atrium, and rarely to the pulmo- 
nary artery. Severe substernal pain simu- 
lating coronary occlusion usually occurs. As 
the rupture of the aneurysm is into the heart 
and not into the pericardial cavity, the con- 
dition is compatable with life for periods 
varying from weeks to months, and occasion- 
ally longer. Signs of aortic insufficiency are 
seen; and as the rupture commonly occurs 
near the septal leaflet of the tricuspid valve 
there is often tricuspid insufficiency with 
enlargement and pulsations of the liver and 
distention and pulsation of neck veins. A 
loud machinery murmur is heard near the 
chest wall maximal in the third and fourth 
interspaces. Catheterization reveals an oxy- 
gen step-up in the chamber of the heart 
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7—— PULMONARY A. 
TRUNCUS 





Fig. 10. Retrograde aortogram of true truncus ar- 
teriosus. The aortic arch is well outlined in contrast 
to the non-visualized arch of the ductus. (fig.6) 


where the rupture occurs. This lesion has 
been diagnosed antemortem” and is now 
amenable to surgery by the direct vision, 
open heart method. 


An aortic aneurysm” of luetic origin may 
rupture into the pulmonary artery to produce 
a machinery murmur and must be included 
in the differential diagnosis of the adult 
who presents this sign. Donnell*®* reported 
a case in which right axis deviation and 
right ventricular hypertrophy indicative of 
pressure on the pulmonary artery aided in 
diagnosis. 


Summary 


The patient with the typical patent ductus 
arteriosus does not usually offer difficulty 
in diagnosis. Classical findings by physical 
examination, electrocardiography and roent- 
genography are expected. Otherwise one 
must consider the possible presence of an 
atypical ductus or one of the malformations 
which may simulate the ductus. Careful 
physical examination in the upright and re- 
cumbent positions will reveal a venous hum 
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ings, and right ventricular hypertrophy as 
well as left, pulmonary hypertension may be 
present, and catheterization or retrograde 
aortography may be indicated. In our experi- 
ence venous angiocardiography is seldom 
helpful in the diagnosis of the ductus, but 
may be helpful in the diagnosis of malfor- 
mations which involve a right to left shunt, 
such as the truncus arteriosus. 


The patient should be evaluated in regard 
to cardiac function and if there is no urgen- 
cy in establishing a diagnosis special pro- 
cedures may properly be deferred, particu- 
larly in the infant and small child. Function 
should be assessed on the basis of objective 
as well as subjective findings, for many child- 
ren with little symptomatology are found to 
have serious cardiac disability. 


‘From the Cardias Clinic, Texas Chil- 
dren’s Hospital, Houston, Texas. 
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Fig. 5. Roentgenogram of 14 yr. old girl with huge fistula of right coronary artery which communicated direct- 
ly with the right ventricle. The increasing demands on the left ventricle for cadiac output resulted in marked 
heart enlargement, particularly of the left ventricle as seen in PA and LOA (left) views 
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Exfolrative Cytology of 





DUODENAL ASPIRATIONS 


VIRGIL RAY FORESTER M.D., 


The diagnosis of neoplastic growths in- 
volving the duodenum, gallbladder, pan- 
creas, and their ductal systems is at best 
a discouraging procedure. 


Rooentenlogic diagnosis of malignancy in- 
volving the sphincter of oddi is difficult. To 
date no radiopaque dye has been found 
which the pancreas will secrete allowing 
photography. A neoplastic growth involving 
the pancreas must be of sufficient size to 
distort the surrounding structures to be 
manifest on a roentgenogram. The onset of 
symptoms of carcinoma of the gallbladder 
are insidious and diagnosis is rarely made 
before the disease is extensive. Laboratory 
tests may be of value and should be done. 
It is obvious, however, that none of the 
laboratory tests presently at hand are con- 
sistent in their diagnostic value. 


It has become a foregone conclusion that 
if a five year or better cure is to be ex- 
pected from surgical extirpation of malig- 
nant tumors that early diagnosis is neces- 
sary. We believe that prolonged medical 
observation and dependence upon radiologic 
diagnosis is nearly always fatal even in the 
best of hands. 


The need for a diagnostic method which 
does not rely on either the size or the dura- 
tion of the new growth is desirable. Cyto- 
logical evaluation dealing with the exfoliat- 
ive cell does not depend upon size for its 
evaluation. An adenocarcinoma of the com- 
mon bile duct 2 cm. in diameter found by 
cytology has been reported.! 


The diagnosis of cancer of the cervix by 


Carcinoma of the Pancreas 

Cancer of the Ampulla of Vater 

Cancer of the Gallbladder 

Cancer of the Hepatic Duct 

Cancer of the Common Duct 

Cancer of the Duodenum 

Non-Malignancy of the Pancreas or Biliary Passage 


550 


WALTER E. HARTFORD, M.D. 
and JACK D. WELSH, M.D. 

THE AUTHORS 

Virgil Ray Forester, M.D. was graduated 

from the University of Oklahoma School of 

Medicine in 1944. Doctor Forester makes his 


home in Oklahoma City where his practice is 
limited to Gastroenterology. 


Walter K. Hartford, M.D., F.A.C.S., A.C.0.G., 
was graduated from the University of Oklahoma 
School of Medicine. He resides in Oklahoma 
City where his practice is limited to Obstetrics 
and Gynecology. 


Jack D. Welsh, M.D., was graduated from the 
University of Nebraska School of Medicine in 
1954. Doctor Welsh is now Resident, Internal 
Medicine, at the University of Oklahoma School 
of Medicine. 


exfoliative cytologic methods has long prov- 
en to be useful. Cytologic studies of the 
sputum in the diagnosis of malignancy in- 
volving the bronchi and lung tissue has be- 
come an accepted procedure. Cytologic ex- 
amination of materials taken from the colon 
and breasts is becoming a more popular 
diagnostic aid. The cytologic diagnosis of 
malignant disease involving the duodenum, 
gallbladder, pancreas and their ductal sys- 
tems is the youngest of the research projects 
directed to this method of diagnosis. How- 
ever, sufficient work has been done to make 
future studies both interesting and desir- 
able. Dr. Raskin of the University of Chi- 
cago in a personal communication makes the 
following statement. “‘We have found ex- 
foliative cytologic studies of the pancreas 
to be very helpful,—and we have found ma- 
lignant cells in 60% of the cases thus far, 


CASES NEGATIVE SUSPICIOUS POSITIVE 
12 6 3 3 
4 3 l 0 
2 1 0 1 
] 0 l 0 
l 0 1 0 
l l 0 0 
47 42 4 1 
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including bile duct and gallbladder tumors. 
The prior knowledge of a malignancy has 
helped us surgeons quite a bit. Four times 
malignancy could not be proved at surgery 
but on three occasions has proved cytologic 
method to be a good one in that the tumor 
of the pancreas or hepatic duct did exist.” 
Seymore reported 68 cases of duodenal and 
biliary specimens.? 


Studies which have been reported to date 
have been directed solely to the discovery of 
malignant cells in the aspirated material 
taken from the duodenum. No effort has 
been made to locate the source of the cells 
which are found in the aspirated material. 
In the latter part of 1955, at the University 
of Oklahoma Hospitals, a project for the 
study of exfoliative cytology of duodenal as- 
piration was instituted. It was thought that 
an attempt should first be made to isolate 
the various cellular elements as to their 
origin. If such a localization could be ac- 
complished it would be quite valuable in the 
more specific element of diagnosis by these 
methods. 


Because of the anatomical configuration 
of the second and third portion of the duo- 
denum it can be considered as a reservoir of 
secretions from the stomach, gallbladder and 
pancreas. Cells are being continuously des- 
quamated from the mucosal surfaces of 
these organs and ductal systems. By aspirat- 
ing these secretions collected in the duoden- 
um, material for exfoliative cytological ex- 
amination can be obtained. 


Method 


To facilitate the procedure of collecting 
duodenal secretions an Einhorn gastro-duo- 
denal tube is used. This is a double lumen 
tube which has a series of perforations 
placed so that one series of perforations is 
located in the stomach and the second series 
in the duodenum. 


1. The Einhorn tube is inserted through 
the nose or mouth under fluoroscopic guid- 
ance to the second portion of the duodenum. 


2. Aspiration through the lumen opening 
into the stomach is continued during the en- 
tire collecting period and discarded. 


3. The duodenum is then lavaged with 
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50 cc. of saline which is then aspirated and 
discarded. 


4. Aspiration is then made from the 
lumen opening into the duodenum for 20 
minutes. This is collected into a solution 
containing equal parts of Ringer’s solution 
and 95% alcohol. 


5. One ampule of Secretin*, mixed with 
10 ec. saline is injected intravenously. 

6. Material is then aspirated for 30 to 45 
minutes and collected directly into equal 
parts of Ringer’s solution and 95‘. alcohol. 


7. The tube is then removed. 


Cells aspirated in the duodenal fluid tend 
to disintegrate rapidly. To inhibit this dis- 
entegration the material is collected directly 
into a fixative solution. During the collec- 
tion period the solution must be in constant 
agitation for complete mixture. To facilitate 
a thorough mixing of the aspirated secre- 
tions a shaker has been devised. In gross ap- 
pearance the aspirated material from the 
duodenum is usually clear, colorless, or a 
light yellow, containing small amounts of 
mucus, and, in the absence of stimulation is 
small in quantity. However, following 
stimulation with Secretin the quantity usual- 
ly increases markedly. Secretin, a_hor- 
mone elaborated by the intestinal mucosa, 
stimulates a flow of pancreatic juice by 
direct action on pancreatic secretory cells, to 
which it is carried by the blood. Inasmuch 
as the flow of pancreatic juices is neither 
great nor continuous, stimulation with this 
hormone will aid in washing out the ex- 
foliated cells from the pancreatic ducts into 
the duodenum. The flow of bile on the other 
hand is large in volume and continuous and 
there is no apparent need for stimulation. 


The collected specimen is centrifuged at 
a minimum speed for about thirty minutes. 
The supernatant fluid is decanted. Using a 
pipette or scoop shaped instrument some of 
the sediment is removed from the bottom of 
the centrifuge tube and spread on slides that 
have been coated with a thin layer of May- 
er’s albumen. Smears are fixed in 95‘: 
alcohol-ether for at least one hour. Just 
before staining the slides are put in cello- 
idin for one minute. This helps the smear 
to adhere to the slide. The staining pro- 
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cedure is Papanacilaou’s standard technique 
for staining all smears other than vaginal 
and cervical ones. It specifies Harris’ hema- 
toxylin (six minutes). For the nuclear 
staining and for the counter stains OG-6 and 
EA—5 are applied for one and one-half 
minutes each. After being stained, the 
smears are mounted on a cover slip using 
permount for the adherent. Slides are then 
ready to be studied microscopically. 





Tissue cytology depends primarily on the 
changes in the architectural pattern of cellu- 
lar morphology. In exfoliative cytology the 
recognition of malignancy is based on a 
general criteria which may apply to a great 
variety of cells, and also on a specific cri- 
terion which applies only to characteristic 
cell types. The architectural morphology of 
exfoliated cells has for the most part been 
lost. 


The mucosa of the gallbladder, cystic duct, 
duodenum, and pancreatic ducts are made 
up of columnar epithelium. To be certain 
that cells to be studied would be from one 
of these various location preparations from 
autopsy material were made of each. 


It was also considered desirable that the 
cells obtained should resemble the cells found 
in aspirated materials as near as possible. 
To obtain a truly exfoliated cell the tissue 
at hand was gently touched with the flat 
surface of a glass slide which was immedi- 
ately placed in a fixative solution. 


If we compare the columnar epithelial cell 
exfoliated on a touch preparation from the 
common bile duct with that of the pancreas 
we note their close similarity. Also if we 
compare these touch preparation cells with 
that of an aspirated cell from the duodenum 
we again notice that there is a very close 
similarity in their appearance. Since the 
predominate cell exfoliated from any one 
of these areas is columnar epithelial, the 
location of their site of origin is difficult if 
not impossible with one exception. 


Frequently cells are seen in the aspirated 
material which are cuboidal in appearance. 
The epithelium of the gallbladder, cystic 
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duct, common bile duct, and pancreatic 
ducts, are all composed of columnar epithe- 
lium, however, the cellular elements making 
up the wall of the bile ducts within the liver 
are cuboidal epithelium. Sheets of cuboidal 
appearing cells are seen in aspirated material 
from the stomach wall. The cells mentioned 
above have been found in aspirated material 
as well as on touch preparation of the cystic 
duct. 


Other cellular elements which are noted 
in the duodenal aspirated material are 
plasma cells, white blood cells, squamous epi- 
thelial cells (which have been exfoliated 
from the esophagus and passed through the 
stomach without disintegration) and often 
sheets of cells which apparently have ex- 
foliated from the stomach mucosa. 


We have noted in normal individuals in 
whom no obvious disease is present in the 
stomach, duodenum or the adjacent organs 
that the number of inflammatory cells is 
usually quite low. In patients, however, who 
have a malignancy, duodenal ulceration, cho- 
lecystitis or inflammatory states the number 
of inflammatory cells is greatly increased. 


Conclusion 


Since the desquamations from the various 
organs and ductal systems under considera- 
tion all contain similar columnar epithelium 
the localization of their source is impossible 
for most cells, at least at this time. A cu- 
boidal appearing cell which is frequently 
seen may have its origin in the intrahepatic 
bile ducts. Increase in the number of in- 
flammatory cells in such disease states as 
cholecystitis, pancreatitis, duodenal ulcera- 
tion and cancer may prove to be equally as 
important as the finding of neoplastic cells 
themselves. 


REFERENCES 
1 Lemon, Henry M., Myrnes, Walter W.: Cancer of the 
Biliary Tract and Pancreas, J.A.M.A., 141:254, 1949 
2. Seymore, John F., et al.: Cytology in the Diagnosis of 


Gastric Cancer, Cancer, 4:289-295, 1951 
*Secretin supplied by Eli Lilly and Company 


This report is from the University of Okla- 
homa Hospitals, Departments of Medicine 
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Role of the Radwologist -- 


LOW BACK PAIN 


I do not propose to belabor this most com- 
mon but poorly defined and misunderstood 
symptom; my purpose is to demonstrate how 
the radiologist may aid in its evaluation and 
solution. 


The number of individuals with low-back 
problems is increasing. This is not surpris- 
ing in view of the increase in industrial ac- 
tivity and greater participation in athletics. 
The number and horse power of vehicles on 
the highway is on the up-grade resulting in 
more traumatic conditions. The longer life 
expectancy is productive of more ailments 
of the organic variety. Hence, from indus- 
trial and medico-legal aspects, the radiolog- 
ist is a key figure in the fair, and just ajud- 
ication of the low-back problem. In the man- 
agement of the geriatric patient, his assist- 
ance may be essential. 


In the role of a consultant, the radiologist 
must be aware of the complex etiology of 
low-back pain. Following is an outline which 
may prove helpful to him. 


TABLE 1 


Conditions Which May Result In A Negative or 
Essentially Negative Radiologic Study: 


. Trauma—strains, hematoma, contusion, concealed 
(central) disc. Post-lumbar puncture, and post- 
operative ailments. 

. Organic disease excluding involvement of bones 
and joints of lumbo-sacral region. 

3. Muscular deficiencies ‘hypokinetic disease). 

4. Psychomotor disturbance 

. Malingering 


tw 


TABLE 2 


Conditions Which Result in Positive Radiographic 
Studies 


1. Those associated in varying degree with deformi- 
ties or changes in normal curvature of the spine 
and which would include 1, 2, and 3, above, and 
postural defects. 

. Congenital anomalies. 

. Traumatic and post-traumatic. 

. Organic disease including rheumatoid arthritis 

. Degenerative disease. 

6. Post-operative and post-injection ‘arachnoiditis) 
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The radiologist must have available, the 
pertinent clinical and laboratory data. With 
this information and the particular tools of 
his specialty, he becomes first and foremost 
a clinician and then a radiologist. In render- 
ing an interpretation of his findings, it is 
imperative that he keep in mind the limi- 
tations characteristic of his specialty. In the 
presence of a negative study by x-ray, 
the final diagnosis must be reserved for the 
referring physician who has all the facts. 
The radiologist, however, should not pass up 
the opportunity to suggest important leads or 
areas of further study. As an illustration, 
consider the entity of Kummel’s disease in 
which a compression fracture of a vertebra 
occurs in a young individual but which can 
not be demonstrated by x-ray until some 
months later. Re-examination should be in- 
sisted upon when the course of a traumatic 
disturbance or disease does not progress as 
expected. Particularly is this true of the 
many conditions which may simulate rup- 
tured intervertebral disc. 


Those disorders which do not reveal any 
changes on the radiograph will be discussed 
briefly. One is concerned here primarily 
with the postural disturbances due to poor 
training or muscular deficiency (hypokinetic 
disease). An examination by x-ray may dem- 
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onstrate a deformity of the spine (lordosis, 
kyphosis, scoliosis or kypho-scoliosis). 


Strain and stress of tissue due to com- 
pensitory mechanism brought into play 
brings on fatigue and then pain. The strsses 
may result from postural, occupational or 
mechanical causes. Any position which will 
increase lordosis of the lumbar spine will in- 
crease strain and hence result in pain. Such 
psitions include standing with hips lightly 
flexed and knees extended lying prone, lying 
supine with knees straight and sitting with 
knees lower than hip level. 


The malingerer and the individual with 
psycho-motor difficulty represent a minor 
problem for the radiologist. However, he 
should remember that pain is very real in 
those patients who have a background of 
emotional instability and who are subject 
to tension states. His examination should 
be conducted in a manner similar in all re- 
spects to that of the patient with severe dis- 
abling organic disease. 


The cause of low back pain in the majority 
of patients is some degree of lumbosacral 
strain. Dively, et al.,' in a review of 3,587 
cases found that 1,603 fell in this group. 
Sacro-iliac strain and sprain accounted for 
another 271. Hence, it is obvious that the 
diagnosis of trauma of the soft tissue (mus- 
cles, ligaments, fascia, nerves) is the pre- 
rogative of the referring physician. 


The incidence of congenital anomalies in 
lumbar-sacral region is high. Statistics 
vary, but 15% as given by Baetzer and 
Waters? may be considered as average. Allen 
and Linden’ in a pre-employment study of 
3,000 individuals found an incidence of 
16.35°. The importance attached to these 
anomalies is attested to by the concern with 
which they are regarded by industrial or- 
ganizations. It is safe to say that a pre- 
employment examination of the lumbosacral 
spine will obivate many instances of low 
back pain since an individual can be refused 
employment or be placed in a type of work 
which will not result in stress and strain. 
By the same token, if a disability results, 
settlement will be possible to the satisfac- 
tion of both employer and employee. 


Considerable disagreement, however, per- 
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sists as to the importance attached to these 
anomalies as a factor in causation of back 
pain. Statistics are available which support 
both sides of the question. Willis,* in 1924, 
thought that split spinous process (spina bi- 
fida occulta) predisposed to injury. He cited 
an incidence of 10‘ in the roentgenograms 
of 100 patients with low back pain and only 
1.2% in 850 anatomical specimens. Ishmael 
found 22.3% congenital anomalies in 1,000 
consecuticely admitted patients. Dively, et 
al,’ found 1,108 of 1,603 cases of lumbosacral 
strain associated with typical sciatic pain to 
be on a mechanical basis due to transistional 
lumbar vertebra. They added that the re- 
sulting strain was transmitted to the super- 
jacent joint space. Gillespie,’ Meyerding,’ 
Pollack and Brailsford,’ among others, are 
for the affirmative. 


In rebuttal, Bobart® in 1929, thought that 
developmental anomalies were not a factor 
in the causation of symptoms in a large se- 
ries of men examined by him, who were 
constantly being subjected to severe trauma. 
More recently, Splithoff,’° in a controlled 
study of the lumbosacral junction of 100 
patients with, and 100 without low back 
pain demonstrated no statistical or structural 
difference. His percentage of incidence of 
various anomalies coincided well with those 
of other authors. Southwork and Bersack"™ 
state that asymmetrical posterior (apophy- 
seal) articulations are found in a substantial 
number of individuals without symptoms of 
dysfunction; that spina bifida is asympto- 
matic in the vast majority of individuals; 
and that there is no increase in lumbar arth- 
ritis in both symmetrical and asymmetrical 
sacralization. 


What should the radiologist’s position be? 
Depending upon his own convictions or ex- 
perience, he can support either side. Per- 
haps he should refrain from being dogmatic 
or taking sides and leave the evaluation to 
the referring physician where it rightfully 
belongs. 


Trauma to the intervertebral disc is a 
major factor in low back pain. It is interest- 
ing that a paper written by Straube” in 
1923 enumerating 60 odd conditions causing 
back ache, does not include trauma to the 
disc. Since then much has been written and 
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considerable misunderstanding of this en- 
tity has occurred. 


The diagnosis of disease of the disc is 
made without the aid of special radiographic 
procedures in most instances. However, 
definite indications for myelography and 
discography exist. Differentiation from neo- 
plasm is occasionally necessary. Myelo- 
graphy is useful in the patient with few or 
equivical clinical finding. None the less, the 
radiologist should be cognizant of the limi- 
tations of x-ray. The diagnosis cannot be 
made on the basis of routine films. With 
myelography, one must be alert to the pres- 
ence of needle defects, extravasated dye or 
fluid, anomalies of the spinal cord and its 
coverings, occified disc material, free move- 
ment of disc material in canal, spontaneous 
reduction of protruded disc and multiple 
herniations. A herniation as high as the D- 
12 level may give low back symptoms. Of 
considerable importance is the fact that some 
lateral herinations may not be demonstrated 
on myelography, but will be visualized on 
discography. The radiologist, knowing the 
clinical data can improve his objective in- 
terpretation of lateral disc pathology from 
60—65°% to 85‘-. One must remember that 
a mechanical derangement of the low back 
region particularly an abnormal cephalad 
displacement of facets associated with pos- 
terior displacement of vertebral body can 
give rise to symptoms and signs of disease 
of the disc. A typical disc defect can result 
from hypertrophy and ossification of pos- 
terior ligaments. An entity which must be 
kept in mind and which may be difficult to 
differentiate in myelography is that due to 
swelling and adhesions about nerve roots 
due to infection or chronic trauma. 


Consideration is now given separately to 
the organic condition of degenerative joint 
or disc. The onset of osteoarthritis occurs 
about the age of 35 and, with aging of the 
population, we may expect to see more of 
it. It is the result of wear and tear and in 
many instances, there appears to be no re- 
lationship between the degree of involve- 
ment, and the severity of the symptoms. The 
pain when present, is due to trauma, postural 
stress and pressure on tissues, particularly 
nerves. The pain may be present in the 
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sacro-iliac joints, buttocks, lower extremity 
and coccyx. A sciatic distribution is not un- 
usual. In this category, one may include 
rheumatoid types of arthritis in which simi- 
lar factors are invovled and which may rep- 
resent an inflammatory response to stress 
with production ot calcification in tissues. 


From the organic standpoint, pathologic 
processes (other than trauma in arthritis) 
may be due to infection, granuloma, fungus, 
neoplasm, and endocrine, metabolic and toxic 
disturbances. Miscellaneous and rare con- 
ditions of the hematopoietic and reticulo- 
endothelial systems are to be included in the 
category of noxious disease, one may list the 
following: 

Post-protatectomy osteitis of spine 

Parasitic infestation 

Aceptic necrosis 

Caisson’s disease 

Osteitis condensens ilii 

Paget’s disease 

Collagen disease 

Radiation effects 


Gastro-intestinal, urologic, gynecologic, 
ailments may be manifested at some time by 
low back pain. The possibility of reflex or 
referred pain from a peritrochanteric bur- 
sitis, foot strain and prominent abdomen, 
with or without pregnancy, is to be kept in 
mind. Herpes Zoster may start with low 
back pain and not be recognized until] the 
appearance of the skin lesion. 


If the radiologist can demonstrate and, 
possibly identify, the pathologic entity his 
role as a consultant has been fulfilled. Need- 
less to say, the qualities of a Sherlock 
Holmes combining alertness, patience, and 
persistence, in addition to wide knowledge 
of medicine, are most helpful. 


In summary, the role of the radiologist 
consists of the following: 


1. He demonstrates normal and abnor- 
mal anatomy. The latter is an indication of 
disease of the lumbosacral spine. 


2. He aids in evaluating conditions of 
medico-legal and industrial importance so 
that an equitable solution for both patient 
and defendant or employer is possible. 








3. He helps eliminate or classify the 
prospective employee who may later seek 
compensation for a condition which is prone 
to aggravation and injury. 

4. He aids the referring physician in de- 
termining and evaluating: 

a. The extent of disease 

b. The seriousness of the disease 





prog- 
ress. 


c. Effect of treatment of the disease. 


5. He helps rule out or confirm presence 
of trauma to bone and soft tissues. He may 
give an opinion on the age of the trauma. 


6. With respect to disease of the disc his 
counsel may be valuable in determining 
whether an operative procedure is indicated. 
The result of the procedure is demonstrated 
on an x-ray film. 

7. When malingering is suspected, the 
referring physician may be saved from a 
serious error in judgment, by the demon- 
stration of the disease by the radiologist. 


Establishment of 


o 


OKLAHOMA 


Years of struggle and frustration may 
soon be ended by the establishment of an 
Eye Bank in Oklahoma. This dream is being 
brought to reality by the Lions Clubs of 
the State of Oklahoma. Through their 
Foundation for Eye Conservation, Inc., they 
are raising funds to establish an Eye Bank 
in Oklahoma similar to the one established 
about three years ago at the University of 
lowa Medical School. 
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8. He is a medical consultant and in this 
respect, he may aid the general practitioner 
and internist even more than he does the 
neurosurgeon or orthopedic specialist. 
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The project in lowa was sponsored by the 
Lions Clubs of the state, and last year two 
members of their State Committee visited 
the State convention of Lions Clubs in Okla- 
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homa to explain how their Eye Bank was 
established and supported. 


An Oklahoma Lion—Bill Parker of Perry 
—proved to be the sparkplug that initiated 
the project in Oklahoma. Almost single- 
handed, he interested his local club and 
campaigned throughout the state in order 
to organize the necessary support among 
the other clubs. Their first problem was 
the passage of legislation which would en- 
able people to will parts of their bodies for 
humanitarian or scientific purposes. This 
measure was passed at the last session of 
the Legislature. The next step was the 
formation of a special committee to organize 
the Bank. Forms had to be printed, sup- 
plies purchased, executive personnel en- 
gaged, publicity arranged and the various 
working phases organized and coordinated. 
Experience has shown that development of 
any Eye Bank program operating at more 
than a community level is a major enter- 
prise requiring careful organization and 
strong financing, with direct supervision by 
Ophthalmologists familiar with the many 
phases of corneal surgery. Non-professional 
supervision involves serious hazards. These 
final steps are now being completed. 


It is planned to establish the Bank in con- 
nection with the Medical School where neces- 
sary laboratory facilities for the control of 
sterility are available. The Lions Clubs will 
finance the central office with a full time 
secretary to coordinate the functions of the 
Bank. 


Many of the physicians throughout the 
State will be asked to cooperate with the 
Bank when donor eyes become available in 
their community. The local Linos Clubs will 
provide surgical kits and containers for 
transportation with full instructions for re- 
moving and shipping eyes. This procedure 
must be done under sterile conditions and it 
may be necessary to have local physicians, 
preferably Ophthalmologists, do the actual 
removing of the eyes. 


The value of corneal surgery has been 
definitely established during the past thirty 
years. It has enabled the restoration of vis- 
ion to many eyes which heretofore have been 
hopelessly blind. A vital factor in the de- 
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velopment of corneal surgery from a rare 
operation to an accepted procedure, has 
been the accumulation of the exact know!l- 
edge as to what constitutes usable graft ma- 
terial. It has been established that trans- 
plant material must be limited to viable 
homoplastic or autoplastic tissue. At the 
present time, preserved cornea is usable for 
about 48 to 72 hours, although by certain 
processes corneal tisue may be preserved 
for several weeks for use in partial or lamel- 
lar grafts. During the early years of corneal 
surgery, physicians were largely dependent 
for graft tissue on excised pathological eyes 
from living patients in which the cornea 
was clear, but cadaver cornea now consti- 
tutes the major source of donor material! in 
centers where this work is being done. 


The perishable nature of corneal tissue has 
led to the formation of Eye Banks where 
available tissue can be collected, preserved 
and sent promptly to surgeons in need of 
it. Legal difficulties have been a great 
deterrent in the establishment of Eye Banks. 
In many countries a twenty-four hour wait- 
ing period is specified before tissue could 
be removed from the dead. With corneal 
tissue, it is essential that it be removed 
within at least four or five hours. In other 
countries and states, the right of possession 
over a dead body was legally vested in the 
nearest family members and the person him- 
self could not direct that his eyes be used 
after his death. Remedial legislation in 
France in 1947, Great Britain in 1952, Spain 
in 1950, and Alaska in 1953 have enabled 
the establishment of Eye Banks. 


In the United States, the Eye Bank for 
Sight Restoration, Inc., was established in 
New York in 1945 and has provided the 
major center for research and training in 
this country. About 3,217 eyes have passed 
through this Eye Bank and others have been 
distributed through its affiliated branches. 
Although its facilities have expanded rapid- 
ly, the demand still far exceeds the supply. 


The establishment of an Eye Bank re- 
quires a degree of financial assistance that 
is not available through teaching institutions 
and thus becomes a cooperative effort in 
which the press, voluntary agencies, hos- 
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pitals and transportation services partici- 
pate. The launching of the program requires 
wide publicity through various mass media. 
Where Eye Banks have been established this 
cooperation has been excellent, despite oc- 
casional sensational or inaccurate reports 
which arouse false hope among blind and 
temporarily alienated some _ professional 
groups. 


The Eye Bank supplies two forms for con- 
sent to enucleate cadaver eyes; the first to 
be signed by the donor expresses his wish 
to donate his eyes after death; the second, 
a release to be signed by the nearest family 
member of the person in charge of funeral 
arrangements, carries the actual legal au- 
thorization for enucleation. A third form, 
to be signed by person who require enuclea- 
tions for eye pathology during life, author- 
izes the Eye Bank to utilize such tissue for 
corneal surgery. The removal of cadaver 
eyes by cooperating hospitals has been done 
free of charge. The eyes are closed imme- 
diately after death and the enucleation per- 
formed as soon as possible under sterile con- 
ditions. The eyes are placed in small sterile 
glass jars supplied by the Eye Bank. The 
eye rests upright on gauze squares saturated 
with sterile normal saline. The history card 
is completed and attached to the bottle which 
is refrigerated until called for. Arrange- 
ments for transportation are made by the 
Eye Bank as soon as it is notified that the 
eyes are available. 


Space is provided on the history card for 
the age and sex of the donor; the cause, the 
date and time of death; date and time of 
enucleation; any eye pathology that may be 
present, serological tests and any significant 
laboratory findings. When the eye arrives 
at the Bank, the information is recorded and 
a culture is made of the fluid in the bottle. 
The eye is immersed for five minutes in 
methiolate solution 1:5000 in normal saline, 
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after which the eye—resting upright on 
sterile cotton saturated with the same me- 
thiolate solution—is refrigerated at 6 
Centigrade. An ophtalmologist checks the 
condition of the cornea and evaluates the 
information on the history card. 


The eye may be classified as suitable for 
a penetrating graft, usable for lamellar 
grafting only, unsuited for keratoplasty, or 
to be used for research. Eyes approved for 
keratoplasty are sent at once to surgeons 
who are in need of them. Since the eye cul- 
ture requires 24 to 48 hours to grow, the 
bacteriological report is received after the 
transplantation. 


The fact that approximately half of the 
eyes prove to be contaminated, illustrated 
the need for professional supervision at the 
Bank. For example, if the finding of Bacil- 
lus pyocyaneus is made, the surgeon who 
used the tissue must be promptly informed. 
Immediate institution of treatment, on the 
assumption that infection has occurred, may 
well save the patient’s eye. The organisms 
most commonly found include Staphylococ- 
cus albus and aureus, Bacillus subtilis and 
diphtheroid bacilli. Less frequently found 
are streptococci, Proteus vulgaris or Diplo- 
coccus pneumonia. Clinical experience 
shows that infection is extremely rare as a 
complication in corneal surgery, but culture 
findings may be valuable as an indication 
for prophylactic therapy. 


Since such a program in Oklahoma has 
seemed rather a hopeless dream for many 
years, we feel very fortunate that a large 
group of organized, interested citizens are 
willing to assume the responsibility of es- 
tablishing an Eye Bank in Oklahoma. As 
members of a profession dedicated to the 
relief of suffering, it is encouraging to find 
so many good people who wish to join forces 
with us for the benefit of humanity. 
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Second of a Two-Part Serves 


CANCER of the LARYNX 


Management 

Principles of Therapy: Carcinoma of the 
larynx must be treated. Without treatment 
the death rate, as in all malignant disease, 
is exactly 100 per cent. There are, however, 
a number of considerations to be evaluated 
in determining what form the treatment 
shall take: 


1. The location. This is extremely im- 
portant but not decisive. As Figi® states, 
a review of the literature suggests that 
carcinoma involving the anterior commis- 
sure, the false cord or the ventricle requires 
laryngectomy. In his own experience, tum- 
ors in this location can sometimes be remov- 
ed by thyrotomy, and in properly selected 
cases about 80 percent of 5-year cures can 
be accomplished. 


2. The extent of the lesion. This, un- 
happily, is often a great deal more than is 
suspected clinically, although, occasionally, 
it is less than seemed possible on laryngo- 
scopy. 


3. Previous treatment in the form of 
laryngofissure, laryngectomy or irridation. 


4. The general condition of the patient. 


5. Age. This is no longer a very sound 
indication and, in the absence of serious or- 
ganic disease, should not be regarded as a 
contraindication to surgery. The increas- 
ing longevity of the population makes any 
other line of thinking illogical. One of the 
writer’s patients was an 80 year old man, 
who was subjected to larynofissure. He was 
up in a chair the day after the operation, 
was discharged within the week, and is well 
at the end of two years. Another man, 70 
years old, had an equaly uncomplicated re- 
covery and remained well for 3% years. 
When he died at that time, in an acute 
asthmatic attack, autopsy revealed no evi- 
dence of recurrence. Lam and Gordon” per- 
formed esophagolaryngectomy on a 78-year- 
old woman who recovered uneventfully. She 
was left with a tracheostomy, but she re- 
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quired no special diet and her whispered 
voice was clearly audible across the room. 
In view of her age no attempt was made to 
teach her esophageal speech. 


6. Life expectancy. It is only intelligent 
to consider this factor seriously, particular- 
lv in a patient with other serious organic 
disease. There should be very sound reasons, 
however, for refusing surgery to any person 
merely because, theoretically, he may not 
live very long. 


7. Local complications, such as perfora- 
tion of the thyroid cartilage or the cricothy- 
roid membrane by the growth. The choice 
of therapy includes extirpation of the growth 
by any one of several surgical methods. It 
should be remembered that no matter what 
mode of treatment is selected, no theraputic 
measure is truly specific; some normal tis- 
sue must always be sacrificed along with 
malignant cells. 


Brunner* who insists that carcinoma in 
situ is not a true carcinoma from the thera- 
peutic standpoint, believes that this type of 
tumor can often be treated by intralaryn- 
geal extirpation, with laryngofissue or 
laryngectomy performed later if the orginal 
extirpation is not successful. He regards 
laryngectomy for this kind of carcinoma of 
the larynx as unjustified. Altmann and his 
associates” believe that irradiation should 
be seriously considered, especially when the 
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alternative is laryngectomy, though against 
this policy of conservatism is the fact that in 
half of their 29 cases the lesions were more 
extensive than they had seemed. Miller and 
Fisher”? probably have the best solution, 
that a separate tumor registry should be set 
up to collect experience and determine how 
best to manage carcinoma of the larynx in 
situ. 


Laryngofissure. Laryngofissure is also an 
operation to be performed only in carefully 
selected cases. The chief indication is the 
small growth, intrinsic in character, located 
on anterior middle third of the cord, without 
involvement of the anterior commissure, or 
extension to opposite cord and without any 
evidence of impairment of mobility. If a 
growth has originated on the cord and ex- 
tended to the subglottic area or the posterior 
commissure or across the anterior commis- 
sure, with fixation of the cord, laryngofis- 
sure is contraindicated. 


There is now a tendency in some clinics 
to employ laryngofissure for exploration in 
all cases in which the growth is not well de- 
fined, with the idea of performing laryn- 
gectomy by the same approach if the tumor 
proves too extensive for conservative sur- 
gery. Other observers take the position that 
while exploration by this route is warrant- 
ed in an occasional borderline case, the sur- 
geon who performs laryngofissure for this 
purpose should bear in mind that laryn- 
gectomy is always more difficult afterward, 
that incision into the tumor may be dis- 
astrous, and that the difficulties of convert- 
ing a lesser procedure into a greater one 
may make the best technique for radical sur- 
gery impossible. 


There is also some tendency to widen the 
indications for laryngofissure. Thus Jes- 
berg”® advocates that it be performed with 
cordectomy if the vocal cord is movable; 
with removal of the underlying laryngeal car- 
tilage if the cord is fixed; and with removal 
of the anterior portion of the opposite cord 
in cordal carcinoma approaching the an- 
terior commissure. He does not consider 
laryngofissue indicated if the tumor has ex- 
tended beyond the true cord. 

Figi*®® believes that the field of the opera- 
tion may be extended by the use of supple- 
mentary electrocoagulation and by the sac- 
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rifice of more of the thyroid cartilage. When 
the operation is performed by this technique, 
it often amounts to hemilaryngectomy, 
though the continuity of the cricoid cartilage 
is not usually disturbed. 

Broyles*' has performed 19 laryngofissures 
by a window technique, with only one recur- 
rence over a limited period. The operation 
is an extension of the fenestration procedure 
suggested by Finzi and Harmer for the im- 
plantation of radium needles. It is contra- 
indicated if the growth extends beyond the 
true cord or if there is any fixation of the 
cord. 


Laryngectomy. Not a great deal need be 
said about laryngectomy. It is indicated in 
intrinsic growths, when intralaryngeal ex- 
tirpation or laryngofissure is not possible, 
and in all extrinsic growths, whether they 
are primary or represent an extension of in- 
trinsic carcinoma. It is never contraindicat- 
ed as long as surgery is still feasible and the 
patient can tolerate the operation. 


When laryngectomy is indicated, it must 
be performed widely. As in every variety 
of carcinoma, it must be assumed that the 
growth has extended histologically beyond 
the boundaries grossly evident, a matter 
which cannot be determined with real as- 
surance until the excised specimen is 
examined. Orton! believes that the invisible 
extent of the tumor warrants the routine 
performance of  preepiglottolaryngectomy 
recommended by Bisi. 


Brunschwig and Lindsay,*? who are advo- 
cates of radical surgery in all carcinoma, be- 
gan in 1943 to perform an extensive pan- 
laryngectomy for advanced carcinoma of the 
larynx or the immediately adjacent portions 
of the hypopharynx when metastases had 
not yet extended beyond the cervical lymph 
nodes. The operation consists of en masse 
resection of the larynx, the base of the 
tongue, the upper 3-4 cm. of the trachea be- 
low the larynx, the upper portions of each 
thyroid lobe, the anterior portion of more 
of the cervical esophagus, and a wide re- 
sected of the regional muscle and cervical 
lymph nodes. If the lymph nodes are ad- 
herent to the jugular vein the vein is re- 
section unilaterally. Temporary tracheoto- 
my and gastrostomy are necessary. In the 
first 12 cases handled by this method, seven 


Journal of the Oklahoma State Medical Association 














patients were living and well for from one 
month to four years and one was alive and 
well at the end of the seventh year. Most of 
the surgeons who accept the principle of 
combined laryngectomy and excision of the 
cervical lymph nodes are far less radical. 
Clerf® has done dissection of the cervical 
lymph nodes with laryngectomy as a prophy- 
lactic measure in all questionable cases since 
1942. He feel that aspiration biopsy or re- 
moval of a single node for diagnosis is quite 
as wrong as leaving possibly involved lymph 
nodes in situ. He emphasizes that the opera- 
tion must be radical and must include the 
sternomastoid muscle, the ribbon muscles 
and all other reginal structures except the 
common carotid artery and the vagus nerve. 
The submaxillary gland is resected when 
epiglottic lesions have invaded the preepi- 
glottic space. He has found the mortality 
of the combined operation no higher than 
the mortality of laryngectomy alone. 


The principle of the combined operation 
was not accepted at the Mayo Clinic until 
1951. During the next 30 month period 
the operation was used 13 times, in three 
instances bilaterally. As Baehrs and his 
associates** emphasize, the utilization of 
radical procedures is justified only if the 
employment is tempered by judgement as 
to the degree of disability which will ensue 
and only if there is no other path left open 
to the surgeon who is trying to improve his 
rates of cure. The degree of cervical involve- 
ment, not the size of the initial lesion, must 
determine the procedure adopted. 


Tracheotomy. It was formerly the custom 
to use tracheotomy freely in surgery of the 
larynx. The tendency now is to reserve it 
for emergency needs and as a terminal neces- 
sity. It can be performed rapidly in any well 
organized hospital. Davis’® experience is 
typical. In 1945 he stated that while trach- 
eotomy had been employed in 34 of his 40 
laryngofissures, he had come to regard it 
as both undesirable and unnecessary. In all 
34 of these cases the endotracheal tube was 
removed before the patient left the operat- 
ing table and was never replaced. 

An interesting consideration in tracheoto- 
my is whether it has any influence on the 
development of tuberculosis. Rudo and 
Jones* think that it does, and that un- 
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recognized pulmonary tuberculosis may ex- 
plain some deaths from carcinoma of the 
larynx which occur outside of the hospital. 
Tracheotomy was employed in 43 of their 
79 patients with cancer, including 29 sub- 
jected to laryngectomy. Pulmonary tubercu- 
losis occurred in 10 of these 29 cases, in- 
cluding four cases in which there had been 
no previous evidence of the disease. All four 
patients with fresh disease died, sometimes 
rapidly, as did three of the six who already 
had the disease, all from the pulmonary in- 
fection. These observers found a number of 
similar reports in the literature. Their 
theory is that infection, trauma and the 
influence of the cold, dust-laden air which 
enters through the tracheotomy can awaken 
an inactive or primary pulmonary complex 
in some cases and reactivate or aggravate 
active disease in others. 


Irradiation. That irradiation has a place 
in the management of carcinoma of the 
larynx no intelligent observer would deny. 
Against Cantril and Buschke’s® statement 
that laryngectomy is unnecessary in at least 
a third of the cases in which it is performed 
is the opinion of many experienced observ- 
ers that the over-all results with irradiation 
are in no way comparable to those obtained 
with routine surgery. 


Del Regato** believes that the poor results 
frequently obtained in carcinoma of the 
larynx are practically always due to the 
great shortage of trained radiotherapists and 
to the over-enthusiastic surgical excesses ad- 
vocated by “honestly uninformed or youth- 
fully inexperienced” surgeons. 


The trial use of radiotherapy in carcinoma 
of the larynx, with the idea of resorting to 
surgery later if it does not succeed, is better 
theory than practice. Tissue changes always 
occur following irradiation," ** and _ the 
total operation may be difficult later or ac- 
tually impossible. Sloughing and hemorrhage 
are possible complications, operations on de- 
vitalized skin fail, and complicated plastic 
procedures may be necessary. Som*® states 
that improved irradiation techniques have 
eliminated most of these difficulties. He has 
repeatedly performed total laryngectomy 
after failure of a full course of radiotherapy 
and has had adequate healing and perman- 
ent closure whenever the tumor was resect- 
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able, though pedicle grafting was necessary 
in isolated cases of lymph node dissection. 


Lenz® is another who takes the position 
that surgery is possible after irradiation. 
One of its dangers, in the opinion of most 
observers is the exquisite sensitivity of the 
cartilages to X-ray, and the poorer repair 
which occurs in them than in the bone. If 
an extensive perichondritis develops, the 
whole larynx may slough out, exactly as if 
laryngectomy had been performed surgical- 
ly. Lenz’s concept is that cartilages differ 
in their resistance has not been lowered by 
previous diseases, by partial resection or by 
early irradiation. As long as it is partly 
movable, he believes that a trial by X-ray 
therapy is indicated. If it fails, provided 
that the treatment has been given correctly, 
laryngectomy may be done without fear of 
delayed healing after surgery. 


When irradiation is used, the Coutard 
technique is generally preferred. This is a 
daily dosage of less than the erythema dose, 
for a maximum of 30 days, with cross firing 
at different angles. There is general agree- 
ment that no data show that any type of 
radium therapy, supervoltage X-ray or oth- 
er techniques achieve better results than 
this basic method. 


The fenestration X-ray method described 
by Harmer” in a paper published in 1954 
was first used by Ledoux of Brussels in 
1924. After the unilateral removal of a small 
area of cartilage from the larynx, short 
radium needles were inserted into the 
growth. The original technique was modi- 
fied by Fenzi and Harmer, who placed the 
needles longitudinally outside of the peri- 
chondrium over the lesion, thus preventing 
disturbance of the growth itself and the risk 
of infection of the wound. Roentgenograms 
are taken 24 hours after the application of 
the needles, to be certain that they are in the 
desired position. In the absence of compli- 
cations, they are kept in place for a week. 
If local recurrence takes place, the treat- 
ment can be repeated. This method, says 
Harmer, has not had the publicity that it 
deserves. He believes that in the hands of 
a competent surgeon, supported by good 
radiotherapeutic advice, it is a cheap and 
effective technique in properly selected 
cases. This is an unusually balanced presen- 
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tation, and laryngologic surgeons might take 
heed to the observation that the few laryn- 
gectomics included in the series were al- 
ways performed too late. 


Watson and Lampert, in 1942, published 
the description of a technique of applying a 
single dose of X-ray directly to the larynx, 
through an open wound. The principle is 
that of the Finzi-Harmer method and the 
technique is designed to meet the objection 
to that technique, that the application of 
the rays is not homogeneous over a wide 
area. The method was described as suit- 
able only in cases confined to the cord or 
extending beyond it but not across the mid- 
line and not involving the cartilage. The 
figures reported in 1945 are not easy to 
follow, but apparently two of the 29 patients 
operated on died of intercurrent causes and 
13 were alive and well at the time of writ- 
ing, eight for three years or more after 
treatment. One of the patients had a normal 
voice and eight had serviceable voices. The 
authors considered the method worthy of 
further trial, with physical factors adjusted 
to produce higher depth doses. 


If irradiation is used as a preoperative 
measure, which is not the usual custom, 
Cade* warns that the predetermined total 
dosage must not be exceeded. If regression 
is not promptly evident, treatment is dis- 
continued. If partial improvement is ob- 
tained, a time limit, preferably not more than 
three weeks in the future, is set, and sur- 
gery is instituted without delay at the end 
of it. This plan, Cade says, implies con- 
trolled therapy and does no harm. The harm 
is done when active disease is concealed 
under the cloak of delayed response, radia- 
tion effects, radionecrosis and perichondrit- 
is, and treatment is persisted in anyway. 
This same observer makes the excellent point 
that a radiologist should not undertake the 
treatment of carcinoma of the larynx, even 
with a laryngoscopist to advise him, unless 
he is himself trained to carry out indirect 
laryngoscopy with skill and ease. 

Palliative Therapy and Terminal Care 

Latella,’® pointing out that there is no 
similar report in the literature, made a care- 
ful study of 112 fatalities from carcinoma of 
the larynx in which the cause of death was 
known. Most death certificates, as he says, 
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list the cause as carcinoma of the larynx, 
which, if the airway remains clear, cannot 
possibly be true. In these 112 cases he found 
that the precise causes of the fatal outcome 
were cachexia in 75 cases, broncho-pneu- 
monia in 73, hemorrhage in 21, lung abcess 
in eight, pulmonary tuberculosis in eight, 
anemia in six, tracheoesophageal fistula in 
four, and miscellaneous causes in nine. The 
figures indicate that more than one cause 
was operative in many cases. 


As Latella stresses, asphyxia due to 
laryngeal obstruction did not contribute to 
the fatal outcome in any of these patients. 
Prophylactic or emergency tracheotomy had 
been performed in 51 cases, but the rest 
of the patients evidently maintained an ade- 
quate airway to the end. Latella also com- 
ments on the fact that only two of these 112 
patients died cardiac deaths, although 
carcinoma of the larynx is chiefly a disease 
of the fifth and sixth decades. It is inter- 
esting that two of the patients died with 
carcinoma in other parts of the body, one of 
them with carcinoma of the rectum ten years 
after surgery for carcinoma of the larynx. 


As a part of this study, Latella presents 
an instructive account of the clinical course 
in uncontrolled carcinoma of the larynx, 
outlining, with sympathy and understand- 
ing, what can be done to mitigate the lot of 
the usually forgotten man, the patient with 
hopeless or terminal carcinoma. So much 
can be done, beginning with tracheotomy as 
soon as there is an indication for it, that it 
is unfortunate more attention is not paid to 
this matter. The secret of management, as 
Latella emphasizes, is long-range planning. 
The prognosis is poor, but that does not 
relieve the physician of the responsibility of 
keeping the patient comfortable until the 
end and preferably ambulatory as long as 
possible, for the sake of his own morale. 
The physician must never forget that, as 
Cheever® wrote in another connection he is 
“the agent of relief, which ever way relief 
may come.” 

Prognosis and Results 

There is general agreement that the prog- 
nosis in carcinoma of the larynx is hopeful 
in the neoplasms of the vocal cords and 
progressively less hopeful in the epiglottis, 
arytenoid, ventricle, subglottis, pyriform 
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sinus, and aryepiglottic fold, Harmer,’* who 
has carefully studied this aspect of the sub- 
ject, points out that carcinoma of the tip of 
the epiglottis is so innocent, at least com- 
paratively, that it can be safely treated by 
diathermy excision, while carcinoma of the 
base of the epiglottis is a dangerously ma- 
lignant lesion, seldom cured even by wide 
laryngectomy. 


The grade of the lesion also has consid- 
erable to do with survival, though its im- 
portance is modified by the time the patient 
is seen and the treatment adopted. Leder- 
man,* in a discussion of Davis’ remarks at 
a meeting of the Royal College of Surgeons, 
stated that carcinomas classified Grade III 
and Grade IV are biologically inoperable, 
even if operation is technically feasible. This 
writer cannot accept that point of view. It 
would be unfortunate if the theory of bio- 
logic predeterminism, however correct it may 
be in theory, were to dictate the treatment 
of this disease, as it has already dictated 
the management of certain other forms of 
malignant disease. 


End Results. Review of the recent litera- 
ture of carcinoma of the larynx, namely, a 
collective tabulation of reported results 
were disappointing. 


The objectives had been simple: to deter- 
mine in each series the total number of 
cases observed, the methods of treatment, 
the surgical deaths, the survivals and the 
range of the survival. It was also hoped to 
break the total down in the same categories 
in terms of therapy, that is, intralaryngeal 
extirpation, laryngofissure, laryngectomy 
and irradiation. 

These objectives could be realized in a 
few reported series but were totally im- 
possible in most. Holinger* speaks of the 
diagnostic errors, and the consequent con- 
fusion of statistics, introduced by the insti- 
tution of treatment without histologic con- 
firmation. There are other forms of con- 
fusion, including those inherent in errors of 
addition. One can understand the desire of 
observers to qualify their results and to be 
entirely specific on various points, but sure- 
ly it is not too much to ask that a simple 
statement of total results in the categories 
listed should be made in all instances be- 
fore the breakdown of figures begins. At 
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the present time this is the exception rather 
than the rule. 


It would also be desirable if in each series 
specific statements were made concerning 
the status of patients who die from inter- 
current disease. In the older age groups, in 
which carcinoma chiefly appears, there 
would be expected to be a certain number of 
deaths from intercurrent causes. Many such 
cases represent actual long-term cures of 
laryngeal malignancy. 

Six of the sixteen patients in my series 
are now dead, but only three died from car- 
cinoma of the larynx. The case history of 
one of the two has already been related. The 
other, who underwent hemilaryngectomy by 
the Myerson technique, had extrinsic dis- 
ease. Three died of intercurrent causes, en- 
tirely free of disease, at the end of 16 years, 
12 years, and 3 years, respectively. The ten 
other patients in the group are well from 
1’, to 4 years after operation, too brief a 
time to make any statement about than ex- 
cept that they are now well. 


The Patient with Carcinoma of the Larynx 

The patient with carcinoma of the larynx 
ordinarily requires no more than routine 
preoperative preparation. Psychologically, 
he needs a great deal and it is unfortunate 
that the literature pays so little attention to 
this matter. 

There are a number of changes which oc- 
cur after laryngectomy and of which the 
patient should be informed. Some of them 
are relatively insignificant. Others may re- 
quire, at least temporarily, a new way of 
life. 

The sense of smell is somewhat impaired.* 
Smell by diffusion is still possible, but sniff- 
ing is not. This is the loss of a very slight 
pleasure. The loss of the laryngeal air 
valve means the loss of thoracic fixation.* 
This means that a man can no longer per- 
form heavy manual labor and that a wom- 
an in the child bearing age cannot bear 
down in labor. These are compensable 
losses. 

Since there is no longer a check valve 
present to prevent the ingress of water, 
water sports of any sort involve a risk that 
it is probably best to avoid altogether. Mc- 
Call and Fisher*® emphasize the importance 
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Figure 1. Intrinsic Keratinzing Squamous cell Car- 
cinoma of the right vocal cord. Patient lived 16 years 
following Laryngofissure and died from intercurrent 
disease. 





Figure 4. Squamous Cell Carcinoma of the right 
vocal cord. Patient living and well 6 years following 
Laryngofissure. 


of warning the patient against them by re- 
porting the death by drowning of two laryn- 
gectomized men whose fishing boats over- 
turned. 

The really 
surgery on the larynx is not any of these 
things. It is what happens to voice. After 
laryngofissure it is usually reasonably good. 


important consequence of 
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It is altered, it is true, and it is sometimes 
roughened, but it is clearly audible. Re- 
generation of the vocal cord is sometimes 
extremely satisfactory, or an adventitious 
cord may develop, so that the larynx seems 
almost normal. When the cord is partially 
removed, the arytenoid is fixed by a scar 
tissue and function is altered, but the pa- 
tient still has a voice. 


The patient who suffers a serious voice 
loss after laryngofissure can usually be 
promised some improvement in his lot. If 
the cord fails to regenerate and a large, 
empty space is left, it can be compensated 
for, LeJuene* points out, by resection of 
the thyroid alae on the affected side, which 
permits the soft tissue to collapse medially. 
If the anterior third or anterior half of both 
cords has been removed, Figi*’ suggests that 
the cicatrization, synechia-formation and 
web-formation which results may be coun- 
teracted by skin grafts. LeJeune mentions 
that McNaught favors division of the syne- 
chias intralaryngeally, followed by the in- 
sertion and fixation of a properly shaped 
tantalum plate through a small incision 
made externally through the thyroid carti- 
lage. The prosthesis is worn for at least 6 
weeks. LeJeune thinks that it might be well 
to make this operation a routine procedure 
in any case in which the difficulties describ- 
ed might be expected to develop. 


After laryngectomy, since there are no 
longer vocal cords to be set in motion, pho- 
nation is lost. Since air does not pass 
through the molds of speech, the whispered 
voice is lost, though, as Jackson" says, the 
patient can be assured that as long as air 
goes through the mouth, the achievement of 
a whispered voice is still possible, and with- 
in a year or two, it will become larger 
though it will not be smooth. The results of 
training are variable and depend, to a con- 
siderable extent, on how intensive preoper- 
ative preparation and postoperative care 
have been. McCall and Fisher“ reported that 
of 99 patients who had some form of pre- 
operative training in belching, 16 per cent 
had no voice at all and 16 per cent had 
poor voices, but 68 per cent had good voices, 
clearly audible over the phone, against 48 
per cent in those who had had no preoperat- 
ive training. Andrews and Kucera,*® calling 
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attention to the variability of the results of 
voice training after laryngectomy state that 
in private patients they are generally good 
while in public charges they are generally 
poor. They believe that more cooperation 
between speech and hearing services and 
departments of bronchoesophagology might 
improve results, but that the single most im- 
portant factor is motivation. 


The patient who requires surgery on the 
larynx must be told the facts, as gently and 
as tactfully as possible but without possi- 
bility of misunderstanding, and must then 
be allowed to make his own decision. His 
freedom of choice must not be interfered 
with in any way, particularly if the outlook 
is not good. The laryngologist may prefer 
surgery, but in such cases it may be that 
the patient’s chances are just as good with 
irradiation. The physician must not let 
emotion color his own views and must do his 
best to help the patient to make an objective 
decision. 


Orton” reports that 79 of 524 patients 
with carcinoma of the larynx seen in private 
practice refused surgery though in every in- 
stance the disease was operable when the 
advice was given. Their course, Orton be- 
lieves, was influenced by the misguided ad- 
vice of family doctors and friends who were 
misinformed as to the possibilities of voice 
training after operation and were also mis- 
informed, it might be added, as to the lethal 
results of failure to accept therapy. Orton’s 
own position is that any person can talk 
without a larynx if he makes up his mind 
to do so. The most successful way of con- 
vincing a patient that it can be done is to 
demonstrate to him, before operation, laryn- 
gectomized patients who have learned to 
talk. Many departments of otolaryngology 
have groups of such patients organized to 
do this work. Many laryngectomized pa- 
tients are able to resume their former oc- 
cupations. They are living examples of what 
hard work, and intensive training can ac- 
complish. 


Summary 
The objective of this presentation has 
been to describe the essential facts of car- 
cinoma of the larynx in such a way that the 
physician who is not a specialist in laryn- 
gology, encountering a patient with symp- 
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toms which might indicate the disease, 
would know how to proceed. If he can per- 
form mirror laryngoscopy, he is justified in 
making the first examinations. It is his 
function to advise the patient. Reference of 
the patient to a specialist does not end his 
connection with the case. He must know the 
lethal potentialities of the disease, in order 
to give the patient the hard facts concern- 
ing laryngectomy if that is necessary. He 
must know the possibilities for survival and 
functional restoration in order to offer him 
whatever hope is reasonable and possible. 
In the hopeless case, he, even more than the 
laryngologist, must go with the patient to 
the end. 


It is the writer’s belief that if the phys- 
icians with whom patients are most often 
in contact had a more detailed knowledge of 
the essential facts of carcinoma of the 
larynx, wiser advice would be given to them 
and the end results of a disease that today, 
just as in 1890,? can be described as “dire” 
would be greatly improved. 
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CONFIRMED THERAPEUTIC UTILITY 





Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility.” 


““Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.””* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


* 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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PRESIDENT’S LETTER 





I would like to take this occasion to make a personal plea to every Doctor in the 


State of Oklahoma, to make an especial effort to be a better Citizen. 


At the time our State is celebrating its fiftieth birthday is an excellent time for 
us to dedicate ourselves to being one hundred percent citizens and promote the ad- 


vancement of our State. 


Our State is a wonderful monument to the fortitude and stamina of our found- 
ing forefathers. They pioneered in the settlement of this frontier country. They 
created villages, towns, cities and even a state. They set up city, county and state gov- 
ernments which established agencies of law and order, and provided schools and 
churches. All directed to the general idea of making this our State a place where law 


abiding Citizens would have equal and free opportunity. 


The past few years have seen new and radically different philosophies entering 
our way of life, which if allowed to continue would destroy our American system. 

Thomas Jefferson said, “The Price of Liberty is Eternal Vigilance.” 

So I urge you as Doctors, become an active Citizen in your Community. Serve on 
the city councils, the school boards, the boards of tax review, the political party cau- 
cusses and lend your assistance to selecting capable men for good government, and 
above all you and you wife use your franchise and express your desires for a con- 


tinuation of our way of life. A land with freedom of opportunity for everyone. 


Slcete fy ta si 


President 
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American Foundation for Allergic Diseases 
Reports Reaction To Influenza Virus Vaccine 


Monovalent influenza virus vaccine, Asian 
strain, is rapidly being made available in 
adequate supply. Among the millions of in- 
dividuals expected to receive this vaccine 
will be some with varying degrees of sen- 
sitivity to the egg protein which is found 
in this and certain other vaccines prepared 
from egg-cultured viruses. 


It is generally agreed that individuals 
who in any way indicate that they are al- 
lergic to egg-protein should not receive in- 
fluenza inoculations, since the risk of pro- 
ducing a serious allergic reaction will or- 
dinarily outweigh the risk of serious con- 
sequences from an attack of the Asian in- 
fluenza, which so far has been a relatively 
mild and self-limited disease in the United 
States. 


The American Foundation for Allergic 
Diseases is aware that it is common practice 
for the physician to ask his patient if he has 
any allergy or sensitivity to egg protein be- 
fore such vaccines are given. Each vial of 
the new influenza vaccine contains a re- 
minder on this point. However, because in- 
oculations will be given in great numbers 
and possibly by nurses and technicians the 
Foundation is underscoring caution as re- 
gards the individual allergic to egg protein. 
The mass vaccination aspect increases the 
chance that patients with definite egg-pro- 
tein sensitivity may present themselves for 
vaccination, unaware of this allergy, or 
careless in communicating to the physician 
that they have previously experienced sen- 
sitivity to eggs. 


Allergic reactions due to egg hypersen- 
sitivity may occur following the injection 
of virus vaccines in persons of any age, but 
they are more common and apt to be more 
severe in young children. The injection of 
egg protein as a diagnostic procedure in very 
sensitive children has resulted in severe ana- 
phylactic shock. 
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Ratner and Untracht found that one out 
of five allergic children exhibit dermal sen- 
sitivity to egg protein and this sensitivity is 
of clinical significance in about one out of 
20 such allergic children. Practical clinical 
experience indicates that allergic reactions 
to virus will be encountered in fewer than 
one out of every several hundred persons 
receiving the vaccine, when, as is anticipated 
with the influenza vaccine, millions are in- 
oculated. The majority of egg-protein al- 
lergies will be mild. Dangerous reactions 
are extremely rare. 


Much of the difficulty will be avoided as 
the physician exercises caution in determ- 
ining egg-senstitvity. Where there is doubt 
or the physician feels it is important to es- 
tablish that tolerance exists, the patient may 
be given an intradermal test with the vac- 
cine itself. This should be performed with 
a 1:10 dilution, since undiluted vaccine pro- 
duces a mild local reaction in nearly every- 
one. If a systemic or a severe local reaction 
occurs in response to the intradermal test, 
sensitivity is indicated and the vaccine 
should not be given. The test itself should, 
of course, be administered with caution. 


A burning sensation at the site of injec- 
tion and a mild febrile reaction may occur in 
some individuals receiving the vaccine and 
should not by themselves, be misinterpreted 


as signs of an allergic response. 


Physicians administering the vaccine will 
customarily have antidotes for allergic re- 
actions conveniently at hand, and patients 
suspected of sensitivity may be observed in 
the office or clinic for half an hour after in- 
jection. The physician may wish to pre- 
scribe a tablet or capsule of a potent anti- 
histaminic which the patient may take if a 
delayed reaction should occur. 
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Asian Flu Vaccine 
Potency Doubled 


Surgeon General Burney of Public Health 
Service announced recently that it is now 
possible to double the potency of Asian 
influenza vaccine, and that the more potent 
doses will significantly increase not only the 
degree of immunity but the rapidity with 
which immunity is achieved. Acting on 
recommendations of an ad hoc advisory com- 
mittee to the PHS Division of Biologics 
Standards, he has asked manufacturers to 
make the change as soon as possible, but not 
later than December 1. 


Because of more experience with the par- 
ticular virus strain, and because manufactur- 
ing processes have improved since the first 
vaccine was released in August, it is under- 
stood that strengthening of the vaccine will 
mean little if any delay in production. 


The ad hoc committee made the following 
recommendation to Dr Burney: 


“The committee has reviewed the data 
dealing with serologic responses and pro- 
tective effects elicited in man by Asian 
monovalent influenza vaccine having an anti- 
genic potency of 200 CCA units. The recent 
information, like that obtained earlier, indi- 
cates that administration of 1.0 ml. sub- 
cutaneously of a vaccine of this potency is 
of definite value. 


“Thus, it is capable of eliciting detectable 
antibodies in a majority of persons and, pre- 
sumably, of protecting an appreciable pro- 
portion of those vaccinated against the 
clinical disease. 


“However, when 400 CCA vaccine is ad- 
ministered, antibodies develop in more people 
and to higher level. One the basis of all 
previous information, this should induce more 
effective immunity more promptly. Indeed, 
the antibody levels in such persons are com- 
parable to those in patients who have re- 
covered from Asian influenza. 


“Because of the intense efforts of the 
vaccine manufacturers, production methods 
and facilities have improved to the point 
where 400 CCA vaccine might be made 
available for general use in the near future. 
Therefore, the Committee recommends the 
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following: that the antigenic potency of 
Asian monovalent influenza vaccine be in- 
creased from 200 CCA units per ml. to 400 
CCA units per ml. as soon as feasible and 


not later than December 1, 1957.” 


While calling for an increase in the vac- 
cine’s potency, the committee said there is 
“ample evidence” that the vaccine produced 
up to now is effective. It gave these reasons: 


First, 15 years’ experience with flu vac- 
cines of various strains indicate the Asian 
variety would be effective. 


Second, laboratory studies show that sub- 
cutaneous administration of one cc of the 
present vaccine causes a majority of persons 
to develop antibodies against the disease. 


Third, preliminary data from several cur- 
rent studies show that the present vaccine 
does give protection against actual infection. 


Composing the ad hoc committee were the 
following physicians: Fred M. Davenport, 
Dorland J. Davis, Thomas Francis, Jr., Alto 
E. Feller, Maurice R. Hilleman, George K. 
Hirst, Keith E. Jensen, Gordon Meiklejohn, 
Roderick Murray, Joseph E. Smadel, and 
Lt. Col. H. E. Griffin and Navy Capt. John 
R. Seal. 


Obstetrics and Gynecology 
Board to Hold Examinations 


The part 1 Examinations of the American 
Board of Obstetrics and Gynecology, are to 
be held in various parts of the United States 
and Canada, on Thursday, January 2, 1958, 
at 2:00 p.m. 


Candidates notified of their eligibility to 
participate in Part 1 must submit their 
case abstracts within thirty days of noti- 
fication of eligibility. No candidate may 
take the Written Examination unless the 


case abstracts have been received in the 
office of the Secretary. 
Current Bulletins outlining present re- 


quirements may be obtained by writing to 
the Secretary’s office, Robert L. Faulkner, 
M.D., American Board of Obstetrics and 
Gynecology, 2105 Adelbert Road, Cleveland 
6, Ohio. 
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Social Security Footnotes 
Prepared by the Public Relations Depart- 
ment of the American Medical Association. 


The government, while slow to acknowl- 
edge anything wrong with the Social Se- 
curity System, underestimated the demand 
for benefits. Women who could obtain bene- 
fits at 62, 63, and 64 decided to do so even 
if the payments were less than they would 
be at 65. Farmers suddenly turned out to 
be older than expected. Some began to pay 
social security taxes on reported income of 
$4200 which exceeded their income in prior 
years. Then they applied for benefits after 
paying taxes for six quarters. Many peo- 
ple who had retired and were well beyond 
65 years of age, dug up jobs for themselves 
and paid social security taxes for 18 months, 
thereby qualifying for benefits of from $30 
to $108.50 monthly for life. Social security 
experts in making their cost projections 
underestimated the ingeniousness of the 
American people when Federal give-aways 
are as widely advertised as are social se- 
curity benefits. 


There is not an unlimited number of ways 
for Social Security to expand. Medical care 
is one of the few areas not covered by “so- 
cial insurance,” and the present framework 
of the Social Security Act is adequate to 
cover socialized medicine by means of a few 
amendments. The Disability Insurance 
“Trust” Fund could be changed into a Health 
Insurance “Trust” Fund by the stroke of a 
pen. Taxes could be increased. A new title 
could be added to the law and the private 
practice of medicine could be virtually de- 
stroyed. 


In one way or another, on one excuse or 
another, social security tax payments are 
being boosted every year or two instead of 
at five-year intervals as originally planned. 
In 1954, the base was raised from $3600 to 
$4200. In 1956, the tax rate was increased. 
Now, Rep. Kean wants to raise the base rate 
from $4200 to $4800 beginning in 1959. 
Then in 1960, the tax rate is scheduled to in- 
crease ¥, per cent for both employee and 
employer, and % per cent for the self-em- 
ployed. There is no way of knowing just 
how expensive social security “insurance” 
is actually going to be. 


November 1957—Volume 50, Number 11 


Social security has been changed many 
times in the 22 years since the original law 
was enacted. The size and variety of bene- 
fits, the tax rates, the tax base, coverage— 
all have been radically changed. There is no 
reason to believe that another 22 years will 
not see just as radical changes. 

The “soundness” of social security de- 
pends on compulsion, high employment, and 
no wars. 


In the first five months of the 85th Con- 
gress, the lawmakers introduced more than 
a hundred bills designed to broaden the So- 
cial Security Program in one way or an- 
other. Such open-handed proposals invari- 
ably win acclaim, and more tangible rewards 
at the polls, for their sponsors. But the 
alarming fact is that years ahead of sched- 
ule, the growth of the Old Age & Survivors 
Insurance Trust Fund has come to an end. 
At the moment it is paying out more than it 
it taking in. This unexpected deficit should 
serve as a red flag to the Treasury, the 
taxpayer, and all those who are looking for- 
ward one day to receiving retirement checks 
of their own. However generous its motives, 
even a federal pension fund cannot go on 
incurring obligations which exceed its re- 
sources. 


American medicine would do well to study 
the plight of physicians in Britain and 
France before accepting financial arrange- 
ments that would make them sitting ducks 
for capture by Government. 


“A dangerous thing about Social Security 
in the United States,” said Ray D. Murphy, 
president of Equitable Society, “is that the 
American people have not yet come to realize 
that more can be given only by taking more. 
The nation simply does not get something for 
nothing in Social Security.” 

OASI is a system under which the active 
workers and their employers are contribut- 
ing the taxes necessary to pay benefits to 
their fellow citizens on the benefit rolls. 
The active workers now covered under the 
system must look for their own old-age ben- 
efits, not in any large measure to the Trust 
Fund, which is only a moderate buffer fund 
to cover temporary excess of benefit pay- 
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ments over tax receipts, but mainly to the 
willingness of the next generation of active 
workers to pay the increased taxes out of 
which the retirement benefits will come. 


Long term results of the trend toward 
Big Pensions and its sponsor Big Govern- 
ment are to be feared. Rewards by gov- 
ernment for long life to all people begins a 
leveling or averaging process that destroys 
individuality and initiative. It encourages 
the welfare state by placing responsibility 
for a great portion of our people solely in 
the hands of government. 


Since Bismarck introduced socialized med- 
icine in Germany three quarters of a cen- 
tury ago, the threat of socialized medicine 
through the extension of so-called social in- 
surance has been ever-present in Western 
civilization. One nation after another has 
succumbed to the drive to extend the com- 
pulsory system of taxation called social in- 
surance to finance a vast program of med- 
ical and hospital care for taxpayers and non- 
taxpayers. The history of developments in 
this field in foreign countries should alert 
the medical profession to the usual con- 
sequence of federal social security program. 


The late Robert A. Taft classified the So- 
cial Security Act as our greatest single step 
toward socialism. 

Every argument which has ever been 
used to support social security can be used 
with equal validity to support socialized 
medicine by changing a few words. If you 
ask for the one, prepare to get both. It is 
planned that way. 

Those who sponsor social security regard 
professionals as a source of income and ad- 
mit that most of them will never claim any 
benefits. Professional people are to be the 
source of funds to pay the “benefits” of 
others. 


To support socialistic practices in regard 
to retirement funds requires that, for the 
sake of consistency, socialized medicine also 
be supported. If one believes that the fed- 
eral government should tax everyone to pro- 
vide an income for each upon retirement or 
disability, one must also believe that the 
same government should, with equal pro- 
priety, tax everyone to provide care for all! 


How high will the social security tax go? 
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No one knows. But in South America some 
countries are paying tax rates as high as 
25% of payroll. In France, the tax rate is 
35% of much of their payroll and is one of 
the principle reasons for the failure of the 
French economy to make a postwar come- 
back. 


Cancer Research Symposium 
To Be Held in Houston, Texas 


The Twelfth Annual Symposium on 
Fundamental Cancer Research will be held 
March 6, 7, and 8, 1958 at The University 
of Texas M.D. Anderson Hospital and Tumor 
Institute, Houston, Texas. 

The topic for the Symposium will be 
“Radiation Biology and Cancer.” The first 
day will be devoted to papers from the staff 
at M.D. Anderson Hospital which relate to 
the general symposium subject. The final 
two days of the program will consist of 
papers presented by recognized authorities 
in radiation research. 

Chairmen for the Radiation Biology ses- 
sions include: Titus C. Evans, Radiation 
Research Laboratory, University of Iowa 
College of Medicine; Jacob Furth, Pathology 
Department, Children’s Cancer Research 
Foundation, Inc., Boston, and Henry S. 
Kaplan, Radiology Department, Stanford 
University Medical School, San Francisco. 
General chairman of the Symposium is 
Warren K. Sinclair, chief physicist at The 
University of Texas M.D. Anderson Hospital 
and Tumor Institute. 


Doctor Rice Memorial Lectures 
Established by County Society 


Action taken at the regular October meet- 
ing of the Pottawatomie County Medical So- 
ciety established the “Doctor E. Eugene Rice 
Memorial Lectures,” it was announced by 
Clinton Gallaher, M.D., Secretary-Treasurer. 

The first series of the annual lectures is 
scheduled for this fall. The subject for the 
meetings will be “Electrocardiography.” 

Doctor Rice died of a heart attack on Sep- 
tember 28, 1957, in Shawnee. He was a 
member of the American College of Sur- 
geons and served on the Editorial Board of 
The Journal of the Oklahoma Medical As- 
sociation. 
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A.M.A. Clinical Meeting 
Scheduled for December 


Approximately 4,C00 American doctors are 
expected to attend the American Medical 
Association’s 11th clinical meeting December 
3-6 in Philadelphia. 


Meetings will be held in Convention Hall 
and at the Bellevue-Stratford Hotel where 
the House of Delegates will hold sessions. 
The meeting has been planned in coopera- 
tion with Philadelphia physicians. General 
Chairman for the meeting is Gilson Colby 
Fngel, M.D. of Philadelphia. 


In Convention Hal] will be 120 scientific 
exhibits prepared by physicians and the 
A.M.A. bureau of exhibits. Among them 
will be one on medical history, prepared by 
a group of Philadelphia doctors. There will 
also be 160 technical exhibits presented by 
pharmaceutical houses, medical equipment 
manufacturers, food processors, medical 
book publishers and other commercial orga- 
nizations. 


Approximately 200 physicians will par- 
ticipate in lecture meetings, symposiums and 
panel discussions on such subjects as juvenile 
delinquency, cardiovascular disease, hyper- 
tension, diabetes, arthritis, and obstetrical 
problems. 


“M. D. International,” a film in the March 
of Medicine television series, will be pre- 
viewed for the physicians at 8:30 P.M. 
Tuesday, December 3, in the ballroom of the 
Sheraton Hotel. The film, sponsored by 
Smith, Kline & French Laboratcries, Phila- 
delphia, and the A.M.A., will be carried on 
the National Broadcasting Company network 
next spring. It deals with American phy- 
sicians practicing in remote areas of the 
world. 


Another special feature of the meeting 
will be a trans-Atlantic conference between 
physicians in Philadelphia and London. The 
conference on advances in chemotherapy of 
cancer will be held via telephone Wednesday, 
December 4. 
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The General Practitioner of the Year will 
be named during the meeting. Edward M. 
Gans, M.D., of Hariowtcn, Montana was the 
last recipient of the reward, given annually 
to an outstanding American doctor for his 
medical and civic contributions to his com- 
munity. 


An entertainment sidelight of the meeting 
will be a special concert for registrants by 
the Westminster Choir of Princeton Univer- 
sity, Princeton, New Jerseey. 


Ninth Postgraduate Course Offered 
At Kansas Medical Center 


The Ninth Annual Postgraduate Course 
in Medical Technology will be offered at the 
University of Kansas Medical Center, Kan- 
sas City, Kansas, on January 6, 7, and 8, 
1958. 


Instructors for the course include George 
E. Cartwright, M.D., Associate professor of 
Medicine, University of Utah College of 
Medicine, Salt Lake City, Utah; Bradley E. 
Copeland, M.D., Instructor in Pathology, 
Harvard Medical School, Senior Scientist, 
Cancer Research Institute, Boston, Massa- 
chusetts; and Robert D. Wise, M.D., Ph. D., 
Associate Professor of Medicine and Direct- 
or, Division of Infectious Diseases, Jefferson 
Medical College of Philadelphia, Pennsyl- 
vania. 


Subjects of current interest in microbi- 
ology are presented January 6; hematology 
is discussed on January 7; and the January 
8 program covers clinical laboratory medi- 
cine and a chemistry symposium. Special em- 
phasis has been placed on the Demonstration 
Workshops. 


The course is open to all who serve in 
medical laboratories. Enrollment fee for the 
three days is $12.00. Program announcement 
may be obtained by writing to the Depart- 
ment of Postgraduate Medicine, University 
of Kansas School of Medicine, Kansas City 
12, Kansas. 
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Paralytic Polio Down 80%; 
Vaccination Campaign Pushed 


Because he feels that Salk vaccine has 
dramatically demonstrated its effectiveness. 
Secretary Folsom is urging that renewed 
efforts be put into the nationwide drive for 
vaccinations. Early this year the American 
Medical Association initiated the campaign, 
which has the support of the State and Ter- 
ritorial Health Officers, the Advertising 
Council and the National Foundation for 
Infantile Paralysis, as well as U. S. Public 
Health Service. 


Summarizing progress in the last two 
years, the Secretary said the incidence of 
paralytic polio had decreased a spectacular 
80 per cent, due largely to use of the vac- 
cine. He cited these statistics: 1,578 para- 
lytic cases so far this year, contrasted with 
7,886 for the comparable period two years 
ago and 5,241 last year. Total cases (non- 
paralytic included) also have decreased, 
from an average of 24, 928 over the past five 
years to 4,851 this year. 


“The means to avert the suffering and 
anguish caused by polio are at hand,” Mr. 
Folsom said, and “it is possible to give para- 
lytic polio a knockout blow within the next 
year ... This is the best time for medical 
societies, local health departments, schools, 
industries and individual citizens and phy- 
sicians to make sure that everyone who 
needs protection gets it. If unvaccinated 
persons will start now, they can get the full 
schedule of three doses before the next polio 
season begins.” He noted that more than 
37,000,000 Americans under 40 have re- 
ceived no vaccine, and 44,000,000 have had 
only one or two doses, adding: “It will be a 
tragedy if, simply because of public apathy, 
vaccine which might prevent paralysis or 
even deaths lies on the shelf unused.” 


The Secretary recalled that because use 
of the vaccine had dropped and supplies 
had piled up in warehouses, production was 
cut back about a year ago. After A.M.A. 
started the vaccination campaign early this 
year, demand rose sharply and by last spring 
the vaccine again was in short supply and 
many campaigns were postponed. Now sup- 
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plies have piled up again, and there is little 
possibility of their being exhausted. 


This summary was given of the vaccine 
production situation: Since April, 1955, 
when manufacture was first licensed, more 
than 215,000,000 cc of vaccine release, more 
than 84,000,000 of it this year; production 
now is running at about 12,000,000 cc per 
month and manufacturers will be asked to 
maintain or increase this rate if the demand 
is sufficient. Public Health Service com- 
ments: “It now appears possible, for the 
first time, to have enough vaccine available 
to give protection to substantially all the 
population under 40 before the start of next 
year’s season of peak incidence.” 


Doctor Davis Named To Serve On 
Chronic Illness Committee 


Kieffer D. Davis, M.D., Medical Director, 
Phillips Petroleum Company, Bartlesville, 
Oklahoma, was recently appointed to serve 
on a 13-member committee named to investi- 
gate chronic illness and health of the ages 
and to make recommendations to Public 
Health Service. The group met in Washing- 
ton, D. C., on October 17 and 18, 1957. 


This is the third organization set up by 
the Department of Health, Education, and 
Welfare to look into the problems of the 
aged. Others are a department committee, 
taking in all activities of HEW concerned 
with aging; a PHS committee on aging; and 
a Center for Research on Aging, located in 
the National Institutes of Health. 


In announcing the new committee, made 
up of physicians and others interested in the 
aged, Surgeon General Burney said: “Since 
1900, the number of people 45 and over has 
increased 31/2 times. Today, more than 40 
million people—approximately 30 percent of 
the total population—are in this age group. 
By 1970 their number is expected to increase 
to 61 million. Moreover 40 percent of the 
chronically ill in this country are persons 65 
years of age and over, of whom there are 
now 14 million in the United States.” 
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HILLCREST MEDICAL CENTER 
1653 East 12th St., Tulsa, Okla. 


Lectures in Basic Science Given by Faculty Mem- 
bers of the University of Oklahoma School of Medicine. 


Nov. 12—Common Spinal Pathways, G. H. Daron, 
Lecturer. 


Nov. 26—Cerebellar Structures and Function, G. H. 
Daron, Lecturer. 

Dec. 10—Autonomics: Structure and Function, G. H. 
Daron, Lecturer. 


Dec. 17—Central Autonomic Function as related to 
common medical diseases, C. G. Gunn, Lecturer. 


Jan. 14—Sympathetic and Parasympathetic Drugs, 
P. W. Smith, Lecturer. 


Jan. 28—Newer Brain Drugs and their Relation to the 
Hypothalamus, C. G. Gunn, Lecturer. 

Feb. 11—New Sedatives: Narcotics and Narcotic Anta- 
gonists, A. A. Hellbaum, Lecturer. 

Feb. 25—Common Metabolic Pathways, A. T. Bever, 
Lecturer. 

Mar. 11—Anticoagulants, E. G. Larsen, Lecturer. 

Mar. 25—Estrogens and androgens, A. T. Bever, Lec- 
turer. 

April 9—Adrenal Steroids; Aldosteronism, R. W. 
Payne, Lecturer. 

April 30—Thyroid: Recent Advances in Diagnosis and 
Treatment, R. W. Payne, Lecturer. 

May 13—Pulmonary Function, M. T. Lategola, Lec- 
turer. 


May 27—Basic GI Phisiology, J. W. H. Smith, Lec- 
turer. 

June 10—Physiological Basis of Liver Function Tests, 
E. G. Larsen, Lecturer. 


June 24—Alimentary Reserve: the malabsorption 
syndrome, J. W. H. Smith, Lecturer. 


AMERICAN COLLEGE OF SURGEONS 
Sectional Meeting 
Statler Hilton Hotel Dallas, Texas 
JANUARY 9-11, 1958 
Dr. Frank H. Kidd, Jr., and a Committee of Dallas 


Surgeons have planned a well-balanced program of 
interest to general surgeons as well as _ surgical 
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specialists. Subjects range from Cheimopallidectomy 
for Parkinson’s Disease to Bomb Phenomenology 

All members of the medical professjon are invited 
to attend. 


Sectional meetings of the American College of 
Surgeons draw on surgeons of outstanding ability to 
discuss problems encountered in daily practice, and 
to disseminate information about new techniques 
sefulness is the keynote to all College programs, 
which are planned by local committees answering 
the needs of doctors withjn the meeting area. Panels, 
symposia, papers, medical motion pictures, and ques- 
tion and answer periods characterize the meetings 


Two new features are scheduled for each Sectional 
Meeting this year: a Fellowship Luncheon, at which 
a panel of College officials will answer questions 
about the entire program of College activitjes, and 
in turn, pose questions to the audience; and a social, 
rather than scientific, dinner meeting to which pro- 
gram participants, visiting surgeons, wives and other 
guests are cordially invjted for an informal and 
pleasant evening of entertainment 


Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
SHORT COURSE SERIES 
Nov. 13—Surgery—Biliary Tract Disease 
Dec. 11—Medicine—Problems in Pulmonary Diseases 
Jan. 8—Pediatrics—Growth Failure. 
Feb. 12—Surgery—Urology Symposium and C. B. Tay- 
lor Lectureship. 
Mar. 12—Medicine—Pathogensis and Treatment of 
Anemia. 
April 9—Anesthesiology—Anesthesia for the Part-Time 
Anesthetist. 
May 14—Pediatrics—Pediatric Allergy 
June 11—Surgery—Surgical Diagnosis and Problem 
Clinic. 

The courses are designed so physicians may attend 
four hours of formal instruction in the above fields 
while spending only one-half day from their office 
This series is approved for credit by the Oklahoma 
Academy of General Practice. 

Time 3:30 to 8:30 p.m. the second Wednesday of 
each month. 


Place: Room 120, Medical School Building 


Registration: $3.50 per session; $25 for the entire 
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series includes dinner, Hospital Cafeteria. Mail regis- 


tration to office of Postgraduate Instruction, Univers- 
ity of Oklahoma Medical Center, Oklahoma City 4, 
Oklahoma. 


BASIC ELECTROCARDIOGRAPHY— 
March 3 through 7 


This course consists of informal lecture presenta- 
tions which assume no formal acquaintance with 
the subject. Laboratory exercises are carried out by 
the participants with individual help from the instruc- 
tors. All working materials are furnished. Partici- 
pants are expected to attend all lectures and labora- 
tory periods and remains the entire time scheduled. 


OPHTHALMOLOGY-OTOLAR YNGOLOGY 
SYMPOSIUM—March 6 and 7 


Sponsored by Oklahoma City Society of Ophthal- 
mology and Otolaryngology 

Guest Lecturers: 

Joseph H. Haas, M.D., Chicago, Illinois 

Herman Semonov, M.D., Beverly Hills, California 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM— 
March 8 


Sponsored by the Oklahoma City Obstetrical and 
Gynecological Society. There will be two prominent 
guest lecturers. 


PEDIATRIC SURGERY, RADIOLOGY, 
PATHOLOG Y—March 14 and 15 
Fourth Annual Combined Symposium 
Sponsored by Oklahoma Association of Pathologists, 
Oklahoma Association of Radiologists, Oklahoma 
Chapter, American College of Surgeons 
Guest Lecturer: 
Robert E. Gross, M.D., Surgeon 
Boston, Mass. 
William L. Riker, M.D., Surgeon 
Chicago, Ill. 
Orvar Swenson, M.D., Surgeon 
Boston, Mass. 
John W. Hope, M.D., Radiologist 
Philadelphia, Pa. 


Also a prominent anesthesiologist and pathologist 
will be obtained for this program. 
TRAUMA—April 4 and 5 
Sponsored by the Regional Committee on Trauma of 
the American College of Surgeons 
OKLAHOMA ASSOCIATION OF HOUSE STAFF 
PHYSICIANS—May 23 or June 6 


Two guest lecturers and presentation of original 
papers by members of the various House Staffs will 
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highlight this program. Participating hospitals are: 
Hillcrest Medical Center, Tulsa; St. John’s, Tulsa; 
McBride, Mercy, St. Anthony, University, Veterans 
Administration and Wesley, Oklahoma City. 


CANCER TEACHING DAY 


12th Annual Meeting, Oklahoma Division, 
AMERICAN CANCER SOCIETY 


December 7, 1957 
Skirvin Hotel, Oklahoma City 


Current advances in diagncsis and therapy of cancer 
will be topics for presentations by four specialists. 
The annual cancer program is open to all Oklahoma 
physicians. 


Speakers 


Alexander Brunschwig, M.D., New York City, Sur- 
geon and Gynecologist, Memorial Hospital for Cancer 
and Allied Diseases. 


John B. Hazard, M.D., Cleveland, Ohio, Pathologist, 
The Cleveland Clinic. 


Joe V. Meigs, M.D., Boston, Massachusetts, Gyne- 
cologist, The Massachusetts General Hospital. 


J. A. del Regato, M.D., Colorado Springs, Director 
The Penrose Cancer Hospital. 


First Oklahoma Colloquy on 
ADVANCES IN MEDICINE 
February 6, 7, and 8, 1958 


The first Oklahoma Colloquy on Advances in Med- 
icine will be held February 6, 7, and 8, 1958. The 
meeting will be devoted to problems on Fluid, Electro- 
lyte and Nutritional Balance and is under joint spon- 
sorship of the Department of Medicine, University of 
Oklahoma, Division of Postgraduate Education, Uni- 
versity of Oklahoma and the Baxter Laboratories. 


Eight nationally prominent investigators in this 
field will participate and present the results of orig- 
inal work from their laboratories. Among the guest 
speakers will be Dr. Curtis Artz, Associate Professor 
of Surgery, University of Mississippi; Dr. Ronald 
Cooke, Chairman, Department of Pediatrics, Johns 
Hopkins School of Medicine; and Dr. J. Russell Elkin- 
ton, Associate Professor of Medicine, University of 
Pennsylvania. 
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— rganization 


0.S.M.A. Council Holds 
Sunday Afternoon Session 


The Council of the Oklahoma State Med- 
ical Association met Sunday, October 6, 
1957, in the Executive Offices in Oklahoma 
City. President John Flack Burton, M.D., 
presided over the meeting which convened 
at 1:30 p.m. and adjourned at 5:30 that 
afternoon. All Councilor Districts were rep- 
resented. 


Committee Reports 


Medical Advisory Committee to the Okla- 
homa Association for Mental Health. George 
H. Guthrey, M.D., Chairman of the Medical 
Advisory Committee to the Oklahoma Asso- 
ciation for Mental Health was presented to 
the Council to explain a proposed program 
to provide drugs for the treatment of med- 
ically indigent, mentally ill patients. The 
initiation of a program of this type is a 
current goal of this lay organization which 
is composed of fifty chapters throughout 
Oklahoma. Doctor Guthrey explained that 
the proposed program would be limited to 
patients discharged from state mental hos- 
pitals, patients discharged from state or 
community psychiatric clinics or psychiatric 
sections of general hospitals, patients refer- 
red by private psychiatrists to local physi- 
cians, and patients under the care of quali- 
fied psychiatrists. Because of the success 
of this program would depend to a great 
degree on the local physicians in each com- 
munity, Doctor Guthrey asked the Council 
for its comments and wishes. He further 
explained that the program had been sub- 
mitted to the Oklahoma Society of Neurolo- 
gists and Psychiatrists who had approved it 
with limitations. 


The Council voted that a Committee chosen 
from the Council should study the program 
further and make recommendations for ac- 
tion to be taken. 


Cavalcade of Health Committee. Don 
Blair, Associate Executive Secretary, re- 
ported for the Cavalcade of Health Com- 
mittee. Mr. Blair reported that approxi- 
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mately $17,000 of the monies from the sale 
of booths had been spent in conducting the 
Cavalcade which was attended by an esti- 
mated 250,000 persons and that there was 
a balance of $4,544.60 to be refunded to 
exhibitors. 

At its last meeting, the Committee dis- 
cussed the feasibility of asking the contrib- 
utors, who wished to do so, to give their re- 
fund in a joint contribution to the Medical 
Research Foundation. The committee felt 
that a joint contribution of the entire sum 
would enable the: medical profession to re- 
ceive favorable press releases with a re- 
opening of the Cavalcade publicity. 


The Council approved Doctor Goodwin’s 
motion of accepting the report, handling the 
refunds as suggested, and commending the 
Committee and the Woman’s Auxiliary for 
their efforts in the Cavalcade of Health. 


Asian Influenza Committee. J. Floyd 
Moorman, M.D., O.S.M.A. Physician Advisor 
to the Public Health Department on Asian 
influenza reported on the incidence of the 
Asian influenza in Oklahoma. He said that 
the vaccine at the present time was in short 
supply, but that more vaccine is being re- 
leased as fast as possible. Doctor Moormar 
stated that thus far, ten million cc’s of the 
vaccine have been released with distribution 
being carried out on a population basis. 


Committee on Medical Care for the Re- 
cipients of Public Welfare Assistance. Mark 
R. Johnson, M.D., newly elected chairman of 
the Committee on Medical Care for the Re- 
cipients of Public Welfare Assistance, re- 
ported briefly on the program as it pertained 
to problems regarding the Crippled Chil- 
dren’s Commission Aid to Dependent Chil- 
dren, and the Public Welfare Department. 
He stated that the Committee had passed 
the following motion at its meeting on Sep- 
tember 29, 1957, as its recommendation to 
the Council: 

This Committee advises Doctor Burton that as a 

result of the discussion held this date, the Com- 

mittee is in favor of maintaining the status quo 
of the Crippled Children’s Commission 
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The Committee’s recommendation was 
prompted by possible action of the Crippled 
Children’s Commission to relinquish respon- 
sibility for certain categories of child care 
in order that they might be declared an un- 
met need and thereby qualify as compens- 
able care under the D.P.W. program for aid 
to Dependent Children. 


Following a discussion, the Council voted 
that the members of the Oklahoma State 
Medical Association continue to support, on 
a voluntary basis, the medical program of 
the Crippled Children’s Commision, if there 
is no alteration in this program of the care 
of the crippled child by the commission. 


Other Actions of Council 
The American Association of Physicians 
and Surgeons’ Essay Contest. The Council 
voted to help sponsor and support with cash 
prizes the A.A.P.S. Essay Contest. 


The A.A.P.S. sponsors the contest, which 
is open to high school students, as an annual 
affair with prizes this year amounting to 
$2,675.00 to winning students. The judges 
for the contest consist of one physician, one 
layman, and one representative from the 
A.M.A. There are three levels of competi- 
tion: state, county, and national. 


Because of the difficulty in obtaining the 
cooperation of the schools, it was suggested 
that a prize be offered to the teacher whose 
student was a prize winner. The Council 
voted to appropriate the following cash 
prizes for state winners: $100 first prize, 
$50 for second place, and $25 for third 
prize. An award of $50 will go to the teacher 
of the student placing first and $25 to the 
teacher whose student wins second prize. 

Doctor Moorman was appointed chairman 
of the committee to work out details of the 
contest. 

Oklahoma Development Council: Dick 
Graham, Executive Secretary, presented the 
subject of the Association continuing its 
participation as a member of the Oklahoma 
Development Council. It was explained that 
in past years the Oklahoma Development 
Council has organized industrial tours to 
which 60 to 100 business and professional 
men gave two weeks of their time, at their 
own expense, and traveled to industrial 
states in an effort to attract new industry 


578 





OSMA COUNCIL IN ACTION—J. Floyd Moorman. 
M.D., OSMA Physician Advisor to the Public Health 
Department on Asian influenza reports on the inci- 
dence of the Asian influenza in Oklahoma. 


to Oklahoma. The Development Council’s 
main goal is to increase Oklahoma’s indus- 
trial output and growth. 

The Council voted to appropriate funds in 
the amount of $300 for dues for one year 
to the O.D.C. 

Semi-Centennial Commemorative Issue: 
The Council, after much consideration, voted 
to purchase one-quarter page in the Semi- 
Centennial Commemorative Issue of the 
Daily Oklahoman. 


Attendance 

Physicians attending the meeting were: 
John Flack Burton, Oklahoma City; E. C. 
Mohler, Ponca City; H. M. McClure, Chick- 
asha; A. L. Johnson, El Reno; Wilkie D. 
Hoover, Tulsa; E. H. Shuller, McAlester; 
Malcom E. Phelps, El Reno; R. Q. Goodwin, 
Oklahoma City; J. E. Highland, Miami; 
Powell E. Fry, Stillwater. 

J. W. Murphree, Ponca City; C. M. Hodg- 
son, Kingfisher; Joe L. Duer, Woodward; 
Ross Deputy, Clinton; C. Riley Strong, El 
Reno; C. C. Young, Shawnee; E. K. Nor- 
fleet, Bristow; Wendell L. Smith and Mar- 
shall O. Hart of Tulsa; Francis R. First, 
Checotah; R. L. Currie, Sallisaw; William 
T. Gill, Ada; R. R. Hannas, Sentinel; and 
M. E. Robberson, Wynnewood. 

Also attending the meeting were: Dick 
Graham, Executive Secretary; Don Blair, 
Associate Executive Secretary; Jack Spears, 
Executive Secretary of Tulsa County Med- 
ical Society; and Mrs. Alma O’Donnell, Ex- 
ecutive Secretary of Oklahoma County Med- 
ical Society. 
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Oklahoma City Physician 
Installed S.M.A. President 


W. Kelly West, M.D., of Oklahoma City 
was installed as President of the Southern 
Medical Association in ceremonies held dur- 
ing the 51st Annual Meeting of the group in 
Miami, Florida, November 11-14, 1957. 
Doctor West is the second Oklahoma phy- 
sician to hold this office, the first being the 
late Lewis J. Moorman, M.D., of Oklahoma 
City who served in 1932. 


Other Oklahomans holding offices in the 
S.M.A. are John H. Lamb, M.D., and Henry 
H. Turner, M.D., both of Oklahoma City. 
Doctor Lamb is a member of the Editorial 
Board and Doctor Turner is a Councilor and 
serves on the Executive Committee of the 
Council. 


Highlights of Meeting 


Highlighting the meeting was the Presi- 
dent’s Night Annual Dinner-Dance held 
Wednesday evening, November 13, when 
election of officers was held and outgoing 
President J. P. Culpepper, Jr., M.D., of Hat- 
tiesburg, Mississippi, addressed the group. 
The evening was concluded with profession- 
al entertainment and dancing. 


A President’s Luncheon was held in honor 
of Doctor Culpepper on Monday. Guest 
speaker for the affair was George F. Lull, 
M.D., Secretary-General Manager of the 
American Medical Association, Chicago, 
Illinois. 


Other functions included the Past Presi- 
dent’s dinner, the Past Councilors’ Break- 
fast, Section luncheons and dinners, a fish- 
ing rodeo and golf tournament. 


Scientific Program 


Included in the Scientific Program for the 
four-day meeting were a grand rounds type 
of national scientific television program on 
Wednesday evening and six additional color 
television programs which were screened as 
a part of the regular scientific program. 
Both scientific and technical exhibits were 
on display and a scientific assembly com- 
posed of twenty Section groups met daily. 
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Dr. Burton Attends A.M.A. Council 
On Medical Services Meeting 


John Flack Burton, M.D., President of 
the Oklahoma State Medical Association, 
attended the A.M.A. Council of Medical 
Services meeting in Chicago during October. 


Doctor Burton also met with the Com- 
mittee on Indigent Care, of the A.M.A. 
Council on Medical Services, of which he 
is chairman. This committee met with rep- 
resentatives of the Public Health, Education, 
and Welfare Department of the Federal 
Government in regard to the Public Welfare 
program. 


Accompanying Doctor Burton was Mark 
R. Johnson, M.D., of Oklahoma City. Doc- 
tor Johnson is the newly elected Chairman 
of the Committee:on Medical Care for Re- 
cipients of Public Welfare Assistance. 


Oklahomans Participate 


Ten Oklahoma physicians participated in 
this year’s Section Meetings. 


Reading a paper before the Allergy Sec- 
tion was Carroll M. Pounders, M.D., of Okla- 
homa City. Elias Margo, M.D., also of Okla- 
homa City, presented a paper to the Section 
on Orthopedic and Traumatic Surgery. Par- 
ticipating in the Section on Pathology was 
P. C. Johnson, M.D., W. L. Scaff, M.D., and 
R. M. Bird, M.D., of Oklahoma City. 


Thomas H. Haight, M.D., T. R. Pfundt, 
Ph.D., William B. Thompson, M.D., all of 
Oklahoma City, and John F. Hackler, M.D., 
of Muskogee, participated in the Section on 
Public Health of which William W. Schotts- 
taedt, M.D., Oklahoma City is Secretary. 


Woman’s Auxiliary 

Several Oklahoma physicians’ wives 
served as officers to the 33rd Annual Meet- 
ing of the Woman’s Auxiliary to the South- 
ern Medical Association which met simul- 
taneously. Mrs. John C. Perry, Tulsa, was 
Historian; Mrs. Elias Margo, Oklahoma 
City was a Councilor; and on the Executive 
Committee from Oklahoma City was Mrs. 
Joseph W. Kelso. 
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THIS MONTH’S COVER 


W. Kelly West, M.D., of Oklahoma City 
was born in Uvalde, Texas, November 11, 
1890. He is the son of A. K. West, M.D., 
pioneer Oklahoma physician. 


The recently installed President of South- 
ern Medical Association was graduated from 
the University of Oklahoma School of Med- 
icine in 1915. Since his graduation, Doctor 
West has continued to have a strong interest 
in his alma mater where he is Professor of 
Orthopedic Surgery. 


Doctor West’s great interest in the Uni- 
versity of Oklahoma School of Medicine 
stems in part from the strategic role in the 
founding of the school by his father. Before 
Oklahoma was a state, Doctor A. K. West, 
who had given up a career as a Texas ranch- 
er to study medicine, bought a _ building 
along with five other Oklahoma City phy- 
icians and started teaching medical students. 
This school was a part of the Epworth col- 
lege which later became the University of 
Oklahoma School of Medicine. 


In addition to his private practice of or- 
thopedic and fracture surgery and to his 
teaching position with the Medical School, 
Doctor West also is Chief Consultant in Or- 
thopedic Surgery at the Veterans Adminis- 
tration Hospital. 


Doctor West joined the Southern Medical 
Association in 1920 and has remained a 
member since that year taking an active 
part in the Association’s activities. He also 
holds membership in the American Ortho- 
pedic Association, the Clinical Orthopedic 
Society, The American College of Surgeons, 
the American Railway Surgeons Associa- 
tion, and is a member and medical advisor 
of the Oklahoma Chapter of the National 
Foundation for Infantile Paralysis. He is a 
member of Phi Beta Pi and Alpha Omega 
Alpha medical fraternities. 


Doctor West was married to Miss Miriam 
McGuffin of Guthrie, Oklahoma, in 1918. 
Mrs. West shares her husband’s enthusiasm 
for the Southern Medical Association’s work 
having been an active member in the Wom- 
an’s Auxiliary and serving as its president 
in 1939. 
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Life Memberships Presented 





WILLIAM C. MILLER, M.D., of Guthrie was presented 
his Life Certificate in the Oklahoma State Medical 
Association on September 25, 1957. Presentation was 
made by C. M. Hodgson, M.D., Councilor for District 
3. Reading left to right—C. M. Hodgson, M.D., King- 
fisher, Councilor; John E. Souter, M.D., Guthrie, Okla- 
homa; William C. Miller, M.D., Guthrie, Oklahoma; 
James S. Petty, M.D., President Logan County Med- 
ical Society; Joseph R. Henke, M.D., Guthrie, Okla- 
homa, Secretary Logan County Medical Society. 





A LIFE CERTIFICATE in the Oklahoma State Med- 
ical Association was presented to Virgil R. Hamble, 
M.D. of Enid, on September 25, 1957. Presentation 
was made by C. M. Hodgson, M.D., Councilor for 
District 3. Reading left to right—Waldo B. Newell 
Jr., M.D., Enid, Oklahoma, President Garfield-King- 
fisher County Medical Society; Roscoe C. Baker, M.D., 
Enid, Oklahoma, Secretary Garfield-Kingfisher County 
Medical Society; Virgil R. Hamble, M.D., Enid, Okla- 
homa, Bruce H. Hinson, M.D., Enid, Oklahoma; Paul 
B. Champlin, M.D., Enid, Oklahoma (‘Both Past 
Presidents Oklahoma State Medical Association); C. M. 
Hodgson, M.D., Kingfisher, Oklahoma, Councilor, Dis- 
trict 3. 


The Wests have four children, a son and 
three daughters. The son, Kelly M. West, 
M.D., an internist of Oklahoma City, is as- 
sociated with the University of Oklahoma 
School of Medicine as Instructor in Med- 
icine. 
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T. H. McCARLEY, M.D., left, receives fifty-year pin 
from L. S. Willour, M.D. at ceremonies honoring him 
in McAlester, October 17. 


McAlester Honors 
T. H. McCarley, M.D. 


McAlester citizens, as well as the Pitts- 
burgh County Medical Society, the State 
Medical Association, Blue Shield and the 
Board of Health, recently payed tribute to 
T. H. McCarley, M.D., of McAlester for fifty 
years of medical service. The event took 
place in McAlester’s Aldridge Hotel on Oc- 
tober 17. 


A native of Kentucky, Doctor McCarley 
has spent most of his very active life in 
McAlester. Since moving to Oklahoma, he 
has been honored many times for his contri- 
bution to organized medicine, public health 
and other work designed to improve the 
health care of Oklahomans. 


The celebration began with a dinner which 
was sponsored by the county medical so- 
ciety and limited to physicians and wives. 
Following the dinner, the group moved to a 
larger room where the main events of the 
evening were open to McAlester citizens. 
S. L. Norman, M.D., President of the county 
society, presided at both sessions. 


50 Year Pin Awarded 


The Oklahoma State Medical Association 
represented by President John Flack Bur- 
ton, M.D., awarded Doctor McCarley with a 
Fifty Year Pin. His longtime friend, L. S. 
Willour, M.D., McAlester, made the presen- 
tation. Among other honors, he is a former 
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president of the association, 1933-34. 


Receives Certificate 


In addition to the pin Doctor McCarley 
received a certificate from Grady F. Math- 
ews, M.D., Commissioner of Health. Doctor 
Mathews commended him for his long and 
faithful service as a member of the original 
State Board of Health. 


N. D. Helland, Director of the Oklahoma 
Blue Cross-Blue Shield Plans, rounded out 
the program by expressing his gratitude for 
the work Doctor McCarley has done as a 
member of the Blue Shield Board since the 
plan was initiated in Oklahoma. 


State Auxiliary Holds Fall Conference 


The annual Fall Conference of the Auxil- 
iary to the Oklahoma State Medical Associ- 
ation was held October 29, 1957 at the Okla- 
homa State Medical Building. 


Presiding at the meeting was Mrs. John 
Powers Wolff, State President. General 
Chairman of the Conference was Mrs. Jos- 
eph J. Maril, Corresponding Secretary. The 
Auxiliary Pledge of Loyalty was led by Mrs. 
L. Gordon Livingston. The invocation was 
given by Mrs. Iron Hawthorne Nelson, Pres- 
ident-Elect. 


Mrs. E. C. Mohler, Chairman of Program 
and Health, presided while reports from the 
following committees were presented: Pub- 
lic Relations, Mrs. Clifford Bassett; Organi- 
zation, Mrs. Peter MacKercher; American 
Medical Education Foundation, Mrs. E. H. 
Shuller; Todays Health and Bulletin, Mrs. 
Cleve Beller; Legislation, Mrs. John Rec- 
ords; Safety, Mrs. H. C. Wheeler; Mental 
Health, Mrs. E. B. Thommason; Civil De- 
fense, Mrs. Milton Berg; Recruitment, Mrs. 
Tom Sparks; Doctor’s Day, Mrs. Elton Le- 
Hew; Doctor’s Hobbies, Mrs. W. R. Loney. 


Reports from special committees and of- 
ficers were presented by: Historian, Mrs. 
John Hayes; Nurse Loan Fund, Mrs. M. L. 
Henry, Chairman, and Mrs. Carroll Taylor, 
Secretary; Press and Publicity, Mrs. Sam- 
uel T. Moore; Advisor for Student Auxiliary 
to A.M.A., Mrs. Richard Clay; Revisions and 
Resolutions, Mrs. Joseph Kelso. 











Student A.M.A. Entertained 
By State Association 


Over two hundred members of the Uni- 
versity of Oklahoma Chapter of the Stu- 
dent American Medical Association attended 
a dinner meeting that was recently spon- 
sored by the O.S.M.A. The annual affair was 
held October 14 at the Hillcrest Country 
Club in Oklahoma City. 


Officers and councilors of the State Asso- 
ciation were hosts to their future colleagues 
and augmented the get-acquainted session 
with a brief indoctrination program regard- 
ing the students’ future participation in or- 
ganized medicine. 


John Flack Burton, M.D., President of 
the O.S.M.A., briefly pointed out the value 
of physicians becoming active members in 
their county, state and national organiza- 
tions, and advised the students regarding 
future problems upon which medicine must 
speak with a “single, forceful voice.” 


Following his remarks, a new American 
Medical Association film, entitled “The Case 
of the Doubting Doctor,” was shown. The 
movie portrayed a physician who disbelieved 
in organized medicine until his colleagues 
disproved his erroneous attitudes regarding 
the organization and function of the A.M.A. 


As an innovation to previous meetings, 
preceptors and preceptees from over the 
state were invited, several of whom were 
able to come. Mark Everett, Ph.D., Dean, 
and A. N. Taylor, M.D., represented the med- 
ical school staff. 


Student officers of the medical school or- 
ganization are Ed Brandt, President; Bill 
Kirkham, Vice-President; Paul Hauk, Sec- 
retary; Norma Sneed, Treasurer. 
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Oklahoma Physician Attends 
Pan American Congress 


Henry H. Turner, M.D., Oklahoma City, 
is in Buenos Aires attending the Pan Ameri- 
can Congress on Endrocrinology. Accom- 
panied by his wife, Doctor Turner made 
the trip on a grant from Schering Inter- 
national. 


While in South America, Doctor Turner 
will give lectures in Rio de Janeiro, Bra- 
zil, Santiago, Chile, and several other cities. 
He and Mrs. Turner will also spend several 
weeks visiting all capital cities of the con- 
tinent. 


Prior to leaving for Buenos Aires, Doctor 
Turner attended the Post Graduate As- 
sembly in Endrocrinology held at the Uni- 
versity of Georgia, Augusta. He served as 
a member of the faculty for the Assembly. 


Oklahoma City Physicians 
Attend Stockholm Meeting 


Oklahoma City physicians attending the 
Eleventh International Congress of Derma- 
tology held in Stockholm, Sweden, July 31 
to August 6, 1957, were Hervey A. Foerster, 
John H. Lamb, and Phyllis E. Jones. 


Doctor and Mrs. Lamb toured Norway, 
Denmark, and visited Vienna before the 
Congress where Doctor Lamb read a paper, 
“Solar Dermatitis.” 


Doctor Foerster, who toured clinics and 
hospitals in Holland, Germany, Austria, 
Italy, France, Norway, Denmark, Switzer- 
land, and England, reported that about 1800 
physicians representing 51 countries at- 
tended the meeting. 


Doctor Jones spent six weeks in touring 
Norway, Denmark, Germany, Switzerland, 
France, and Italy after the meeting adjourn- 
ed on August 6. 


Doctor Burton Speaks 


John Flack Burton, M.D., President of 
Oklahoma State Medical Asociation, was 
principal speaker at the October dinner meet- 
ing of the Comanche-Cotton Counties Medi- 
cal Society held October 8, 1957 in Lawton. 
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Oklahoma City Clinical Society 
Holds 27th Annual Meeting 


The Oklahoma City Clinical Society held 
its twenty-seventh annual three-day confer- 
ence at the Biltmore Hotel, Oklahoma City, 
on October 28, 29, and 30, 1957. 


Outstanding Program Presented 


An outstanding program of postgraduate 
teaching was presented, including lectures 
and discussions by fifteen distinguished 
guest speakers selected from various medical 
and teaching centers throughout the nation. 
In addition to the general assemblies there 
were specialty lectures, a clinica] pathologic 
conference, and daily luncheon roundtable 
question and answer sessions. 


The entertainment included a banquet on 
Monday evening at which time the Okla- 
homa County Medical Society was host to 
the guest lecturers and out-of-town phy- 
sicians. Kenneth McFarland, Ph.D., of 
Topeka, Kansas, was principal speaker at 
the banquet. Doctor McFarland is Educa- 
tional Consultant and Lecturer for General 
Motors Corporation and Educational Con- 
sultant for American Trucking Association, 
Inc. 


On Tuesday evening, following a social 
hour, there were nine specialty dinners held, 
each group presenting its respective guesi 
speaker. These groups were: Surgical and 
Genito-Urinary ; Obstetrics and Gynecology ; 
Pediatrics; Anesthesiology; Orthopedic; 
Dermatology ; Internal Medicine and Allergy: 
Ophthalmology, Otology, Laryngology, and 
Rhinology; Radiology and Pathology. The 
specialty lecturers were arranged so that 
one of the guest speakers presented a forty- 
five minute paper on some phase of his 
specialty and this was followed by a forty- 
five minute period of questions and answers. 


To climax the three-day conference, the 
annual dinner-dance sponsored by the Okla- 
homa City Chamber of Commerce was held 
in the Persian Room of the Skirvin Tower 
Hotel. 


Clinical Society Officers 
The Clinical Society officers are: Her- 
man Fagin, M.D., President; Charles Hugh 
Wilson, M.D., Director of Clinics; Ralph A. 
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DISPLAYS OF 36 EXHIBITORS were visited by 1.,- 
136 registrants 





REGISTRATION OF PHYSICIANS for the 27th An- 
nual Clinical Meeting totaled 664 


Smith, M.D., Vice-President; Vernon D. 
Cushing, M.D., Secretary; and Thomas C. 
Points, M.D., Treasurer. 
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Research Gift Chapel in Daily Use at Medical Center 


The Chapel of the Oklahoma Medical Re- 
search Foundation, pictured above, has 
been in daily use by patients, their families 
and friends, staff members and others in 
the University of Oklahoma Medical Center 
since its dedication on Easter Sunday, 1957. 
Presented as a gift by the construction 
crafts of the American Federation of Labor, 
the contemporary building is estimated to 
have cost $27,500 had it been a commercial 
venture. 


Appointments of the Chapel are non-de- 
nominational; but, rather, are symbolic of 
the Fatherhood of God and the brotherhood 
of man. Focal point for the room is a series 
of six Italian lights which reflect a sub- 
dued pattern on the altar table. The mod- 
ern functional design permits a hospital bed 
to be brought to the altar of the Chapel 
which is equipped with an electric organ 
and robing room. 


A committee representing the three ma- 
jor faiths and Medical Center is in charge 
for arrangements for use of the Chapel. 

Officials of the Foundation, the staff, the 
patients all realized the real need for a place 
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of worship at the Medical Center, but funds 
were not available for its construction. The 
need was explained to leaders of organized 
labor groups during the summer of 1955. 
The request for help set up a chain reaction 
that was to involve hundreds of people in 
every section of the State. 


An Oklahoma City firm of architects and 
engineers prepared plans and specifications 
for the structure as a donation. Union 
groups in all parts of the State made pledges 
to help on the project. Suppliers and con- 
tractors were contacted by the union men 
who either gave materials as outright gifts 
or who furnished them a greatly reduced 
prices. 


Actual construction was begun on October 
14, 1956. For over a year union craftsmen 
donated their weekends and time after regu- 
lar hours to build the Chapel. 


So it was that Hugh G. Payne, Executive 
Officer of the Foundation, described the 
Chapel, “The end product of a sincere de- 
sire to perform a service ... ‘ labor of love’ 
by skilled AF of L craftsmen of Oklahoma.” 
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Boston Physician Addresses 
Regional ACP Meeting 

Chester S. Keefer, M.D., Professor of 
Medicine at Boston University School of 
Medicine, was principal speaker for the Re- 
gional Meeting of the American College of 
Physicians held in the Skirvin Hotel, Okla- 
homa City, on September 28, 1957. Doctor 
Keefer, who is a Regent of the national or- 
ganization, presented a scientific paper and 
participated in a panel discussion on anti- 
biotics. He was also guest speaker for the 
evening program to which wives of mem- 
bers and guests were invited. 

Approximately one hundred college mem- 
bers from Arkansas and Oklahoma attend- 
ed the one-day meeting where members and 
guests presented papers dealing primarily 
with heart and blood vessel diseases, infec- 
tious diseases, and the use of antibiotics. 

Serving as General Chairman for the 
meeting was Bert F. Keltz, M.D., F.A.C.P., 
Governor for Oklahoma. In charge of the 
local arrangements committee was George 
N. Barry, M.D. 

Oklahoma members of the College taking 
part on the program were: Leonard P. Eliel, 
M.D., F.A.C.P., Director, Oklahoma Medical 
Research Foundation; Philip M. McNeill, 
M.D., F.A.C.P., Professor of Medicine, Uni- 
versity of Oklahoma School of Medicine; 
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LIFE MEMBERSHIPS were awarded to the above Oklahoma City physicians by the Oklahoma County Med- 
ical Society recently. Those receiving the honor, as pictured from left to right, were: Eva Wells, M.D.; Cary 
W. Townsend, M.D.; Wilson Lane, M.D., S. E. Frierson, 


M.D.; and Lucile Blachly, M.D 


Rufus Q. Goodwin, M.D., F.A.C.P., Profes- 
sor of Medicine, University of Oklahoma 
School of Medicine; James J. Gable, Jr., 
M.D., F.A.C.P., Assistant Professor of Med- 
icine, University of Oklahoma School of 
Medicine; Stewart G. Wolf, Jr., M.D., 
F.A.C.P., Professor of Medicine and Head 
of the Department, University of Ok.ahoma 
School of Medicine; Robert H. Furman, 
M.D., F.A.C.P., Oklahoma Medical Research 
Foundation; and Robert M. Bird, M.D., 
F.A.C.P., Associate Professor of Medicine, 
University of Oklahoma School of Medicine. 


Associate members on the program were: 
Vincel Sundgren, M.D., Tulsa; Richard E. 
Carpenter, M.D., Assistant Professor of 
Medicine, University of Oklahoma School of 
Medicine; Philip C. Johnson, M.D., Chief of 
Radioisotope Service, Veterans Administra- 
tion Hospital, Oklahoma City; and James F. 
Hammarsten, M.D., Oklahoma City. 


Participating by invitation were: William 
E. Jacques, M.D., Professor of Pathology, 
University of Oklahoma School of Medicine; 
Thomas H. Haight, M.D., Assistant Profes- 
sor of Medicine and Preventive Medicine 
and Public Health, University of Oklahoma 
School of Medicine; Byron Bailey, M.D., 
Tulsa; Charles W. Cathey, M.D., Oklahoma 
City; and William O. Smith, M.D., Okla- 
homa City. 











INTRAVENOUS Compatible with common 
IV fluids. Stable for 24 hours in 
solution at room temperature. Aver- 
age IV dose is 500 mg. given at 12 
hour intervals. Vials of 100 mg., 
250 mg., 500 mg. 


THERAPEUTIC BLOOD LEVELS ACHIEVED 


Many physicians advantageously use 
the parenteral forms of ACHROMYCIN 
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INTRAMUSCULAR”? Used to start a pa- 
tient on his regimen immediately, 
or for patients unable to take oral 
medication. Convenient, easy-to-use, 
ideally suited for administration 
in office or patient's home. Supplied 
in Single dose vials of 100 mg., (no 
refrigeration required). 
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control, with minimal side effects, 
over a wide variety of infections - 
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Clinical Toxicology of Commercial Products—Acute 
Poisoning ‘Home & Farm). 1957, Marion N. Glea- 
son; Robert Ed. Gosselin, M.D., Ph. D., and Harold 
C. Hodge, M.D. Red Cloth cover. Pp. 1160, $16.00 
The Williams & Wilkins Co., Baltimore. Md. 


The authors of this book have accomplish- 
ed an almost impossible task in assembling 
in one book a vast amount of information 
which is of value in treating poisoning by 
various substances. 


The book is divided into seven sections: 
1. First Aid and General Emergency Treat- 
ment. 2. Ingredients Index and Toxicity 
Ratings. 3. Therapeutics Index. 4. Support- 
ive Treatment. 5. Trade Name Index. 6. 
General Formulations and Toxicity Ratings. 
7. Manufacturers’ Names and Addresses. 


The Trade Name Index lists 15,000 dif- 
ferent preparations, some of which are list- 
ed only by name apparently because the 
formulations are confidential and cannot 
be published in a book. For most of the list- 
ed preparations the ingredients are given 
with an asterisk marking those which may 
be responsible for the major toxic effects if 
poisonous amounts of the product are in- 
gested. By turning to the Ingredients In- 
dex the information on symptons and toxi- 
city rating can be obtained. 


The section on General Formulations is 
very helpful since in many instances the 
only information that is available is that 
it is a paint remover, for example. By re- 
ferring to this section the physician can 
get some inkling as to the type of poison- 
ing. 


The book is well written and well organ- 
ized. The user must study it in order to 
become thoroughly familiar with it before 
an emergency arises. A chart in the front 
of the book gives the general plan for its 
use. It is recommended for those physicians 
and clinics that frequently deal with cases 
of poisoning. It should be on the shelf of 
the emergency room of every hospital.— 
H. A. Shoemaker, Ph. D. 
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_ Ardmore Site of Red River 


Valley Section, AAGP Meeting 


The Fourth Annual Meeting of the Red 
River Valley Section of the Oklahoma Chap- 
ter, American Academy of General Practice 
was held Sunday, October 20, 1957, at Lake 
Murray Lodge, Ardmore. 


The meeting convened at 9:15 with Elmer 
Ridgeway, Jr., M.D., President, presiding. 


Guest speakers for the Scientific Program 
were Carroll M. Pounders, M.D., Professor, 
Department Pediatrics, University of Okla- 
homa Medical School and Gerald Rogers, 
M.D., F.A.C.S., Clinical Professor of Gyne- 
cology University of Oklahoma Medical 
School. 


Roger Reid, M.D., was in charge of ar- 
rangements for the meeting which was 
sponsored by Wyeth’s Laboratories, Phila- 
delphia. 


Editor of Journal 
Attends National Conference 


Ben H. Nichoison, M.D., Editor of the 
Journal of the Oklahoma State Medical As- 
sociation, recently attended a Chicago con- 
ference sponsored by the State Medical 
Journal Advertising Bureau. He was ac- 
companied by Don Blair who is Associate 
Business Manager of the Journal. 


The Bureau, which is affiliated with the 
American Medical Association, is an or- 
ganization which represents thirty-three 
state journals to national advertising ac- 
counts. Advertising space in all member 
journals is sold through this national office. 
Biennially, the Bureau sponsors a national 
meeting of state journal representatives to 
assist them in solving problems related to 
advertising, format, editorial and scientific 
content. 


Approximately one hundred attended the 
two day session. Outstanding authorities in 
the professional publication field presented 
suggestions for the improvement of the 
journals represented. Several of the speak- 
ers who had appeared on previous programs 
commended the journals on their improve- 
ments in format and content during the past 
few years. 
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LeRoy Edgar Burney 

(Contuued trum Page 530) 
territories where it is analyzed in relation to 
tests here and abroad. 


It is Doctor Burney’s desire that the Ser- 
vice work in harmony with the medical pro- 
fession, and he earnestly seeks our advice 
in matter relating to health. This was appar- 
ent in statements issued regarding Asian 
“flu” vaccine. It is also necessary for his 
Service to work closely with the manufactur- 
ers of biologicals insuring their safety and 
their potency. It is amazing how quickly 
the service brought the Salk vaccine under 
control—a new venture in the midst of a 
national hysterical state. We have every 
right to be intensely proud of the United 
States Public Service and the men who rep- 
resent it. Perhaps more visits would help us 
understand better its function. 


Letters to The Editor... 
TO THE EDITOR 


I should like to congratulate you on the 
recent editorial that you wrote “Concern- 
ing Medical Care of People Receiving Old 
Age Assistance.” It is timely and with a 
lot of meat. I know that you have spent a 
lot of time in writing this editorial and I 
am sure that the medical profession of 
Oklahoma will surely gather much useful 
information from the article. 


Most sincerely, 


EDWARD K. NORFLEET, M.D. 
Bristow, Oklahoma. 


TO THE EDITOR 


I have just read your editorial “‘Concern- 
ing Medical Care of People Receiving Old Age 
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Assistance” and am writing to congratulate 
you on your thought. I believe the editorial 
to be timely and necessary. I heartily con- 
cur with your idea that Blue Cross is the 
proper agency to handle this program. I 
feel we should make a concerted effort to 
elicit popular and professional support for 
this viewpoint. 


On September 25th, 1957 | introduced a 
motion at the regular meeting of the Gar- 
field-Kingfisher County Medical Society that 
the society urge the State Medical Associa- 
tion to foster a change to Blue Cross. After 
discussion, the motion passed. I hope there 
is a widespread feeling that this is a better 
method. I strongly feel that utilization of 
these funds in Blue Cross and Blue Shield 
premiums will remove an element of po- 
litical danger and provide more economical 
services for the recipients. I sincerely hope 
you will continue to do all within your power 
to accomplish this, and I shall certainly con- 
tinue to work to that end. 


Sincerely yours, 


RAY V. McINTYRE, M.D. 
Kingfisher, Oklahoma. 


TO THE EDITOR 


Just a note to congratulate you on your 
September Editorial in the Oklahoma Med- 
ical Journal concerning the care of Old Age 
Welfare patients. 


I wish everybody in Oklahoma could read 
it. I hope Mr. Rader, Commissioner of Pub- 
lice Welfare, read it. 

Thanking you, I am, 

Yours very truly, 
BRUCE R. HINSON, M.D. 
Enid, Oklahoma. 
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J. FRED MULLINS, M.D., Chairman of the 
Department of Dermatology, University of 
Texas School of Medicine, Galveston, Texas, 
was speaker for the October 14, meeting of 
the Tulsa County Medical Society for The 
Doctor James Stevenson Memorial Lectures 
Lecture. 


ARNOLD P. FRIEDMAN, M.D., Assistant Pro- 
fessor of Clinical Neurology, Columbia Uni- 
versity College of Physicians and Surgeons, 
New York, was speaker for the first of the 
fall series on monthly scientific meetings in 
September. 


An addition to the LEHEW family of phy- 
sicians was born September 25, 1957 in Pen- 
sacola, Florida. He is J. LESLIE LEHEW IV, 
son of J. LESLIE LEHEw III, M.D., of Pensa- 
cola, Florida, grandson of J. LESLIE LEHEW, 
JR., M.D., Guthrie, and great grandson of J. 
LESLIE LEHEW, SrR., M.D. of Pawnee. 


HERMAN F. FLANIGAN, M.D., of Tulsa was 
a guest speaker at the annual convention of 
the Mid-Continent Psychiatric Association 
held in Tulsa recently. MILFORD S. UNGER- 
MAN, M.D., also of Tulsa, is president of the 
Association. 


A. A. HELLBAUM, M.D., unit director of 
research laboratories at the University of 
Oklahoma School of Medicine, led a discus- 
sion on bone metabolism at Hillcrest Medical 
Center in Tulsa. 


JOHN F, GRAY, M.D. and 8. C. SHEPARD, 
M.D., both of Tulsa, have leased Ridgewood 
hospital at Sand Springs. 


MARVIN ELKINS, M.D. of Muskogee was 
speaker at the September meeting of the 
Muskogee, Wagoner and Cherokee Counties 
Division of the Licensed Practical Nurses. 


HARLAN THOMAS, M.D., Secretary of the 
Tulsa Academy of General Practice an- 
nounced that FRANK H. LUND, M.D., New 
York, associate medical director of E. R. 
Squibb and Sons was guest speaker at the 
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first fall meeting. Dr. Lund’s subject was 
“Tranquilizing Drugs.” 


CHARLES M. O’LEARY, M.D., discussed “The 
Complicated Duodenal Ulcer” at the meeting 
of the Okfuskee and Okmulgee Medical So- 
ciety in September. 


W. A. Fuqua, M.D., Grandfield, spent a 
month’s vacation in California. The vacation 
marked the completion of a half-century of 
medicine in Oklahoma. 


REX A. GRAHAM, M.D., was re-elected 
president of the Ottawa County Cancer So- 
ciety in September. 


T. H. McCARLEY, M.D., attended the anni- 
versary celebration of his graduation class 
at the University of Louisville Medical 
School, Louisville, Kentucky. 


FORREST D. HARRIS, M.D., has announced 
plans to leave Ardmore and establish his 
offices in the Lawton Clinic Building in Law- 
ton. 


E. W. MABRY, M.D., of Altus, was awarded 
a certificate of appreciation at the reunion 
of his 1907 graduating class of the University 
of Tennessee. Eighteen doctors who gradu- 
ated 50 years ago from the university were 
present for the reunion in October. 

After residing in Frederick since 1922, Roy 
L. FISHER, M.D., and Mrs. Fisher have moved 
to King’s Ranch, Arizona. 


WILLIAM Loy, M.D., and RICHARD Loy, 
M.D., have moved into their new clinic build- 
ing at Seventh and Leahy in Pawhuska. 


BAILEY L. DIETRICH, M.D. of Boise City is 
planning to build a new medical center in 
Carnegie. 

C. A. CASHMAN, M.D., of Okemah was ap- 
pointed President of the Okfuskee County 
Tuberculosis Association in October. 

T. J. LowREY, M.D., opened his offices in 
Yukon last month. 
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Articles published in The Journal of the 
Oklahoma State Medical Association No- 
vember, 1932. 


The Importance of Early Diagnosis in Tumor of the 
Brain 
Harry Wilkins, M.D., Oklahoma City 


‘“‘We have, throughout our medical career, heard 
the cry for early diagnosis in every disease with which 
we deal. In some diseases, it prevents their dissemi- 
nation by contact with other people. In others, the 
prognosis with an early diagnosis is a valuable aid 
to the economic management of the case. In every 
disease, it permits the application of the proper treat- 
ment at a time when the treatment will do the most 
good and possibly effect a complete cure. I know of 
no disease in which the above remarks are more ap- 
plicable than in cases of tumor of the brain. 


“In the late recognition of this all too frequent dis- 
ease, the economic factor alone is worthy of interest, 
particularly at this time of financial stress. Not in- 
frequently, extensive and expensive procedures are 
resorted to which fail to give a clue as to the cause 
of symptoms. Sometimes the symptoms of vomiting 
and headache are thought to be due to pathology in 
the abdomen that goes unproven at operation and the 
patient’s symptoms persist. Glasses may be fitted 
and refitted in the attempt to correct the visual dis- 
order without success. A large number of people seek 
aid from osteopaths, chiropractors and various charla- 
tans who promise wonderful cures. This necessitates 
the expenditure of considerable money. We as phy- 
sicians and surgeons, need not consider the economic 
factors further, as the duty we have to perform is 
that of administering to the sick in a way that gives 
the maximum relief. If it is impossible to effect a 
cure, our next duty should be to give the maximum 
symptomatic relief. This is a poor substitute for a 
cure, especially when important cerebral functions 
are permanently impaired. For instance the vision, 
the muscular control of an extremity or some per- 
manent mental defects as produced by the growth 
itself or its surgical removal 


The Management of Abortions 
J. B. Eskridge, Jr., M.D., Oklahoma City 


“The frequency of abortions has greatly increased 
during the last three decades. Spontaneous abortions 
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have increased considerably, but the percentage of 
criminal abortions has more than doubled since 1900 
It is interesting to note that statistics show that only 
a small percentage of abortions in 1900 were criminal 
and that these few were performed on single girls, 
while today the married woman is the chief offender 
in criminal abortions. It is an appalling fact that to- 
day over 50% of abortions are either self induced or 
are performed by so-called specialists who consider 
that pregnancy is a disease that should be terminated 
before the end of the eighth week. The practice of 
criminal abortion has become such a menace that the 
lay periodicals and newspapers are discussing modes 
of curbing this evil 


“In classifying these cases all should be considered 
as infected abortions until they have been proven 
otherwise, as in at least 50% of spontaneous abortions 
there is a pre-existing infection ‘cervicitis, metritis, 
parametritis, salpingitis). As all criminal abortions, 
which are more than 50% of all abortions, are po- 
tentially infected cases, it would seem plausible to 
classify all as being potentially infected until they 
have passed a period of time to rule out an infection 


“The treatment of abortions resolves into three 
phases: 1. Control of the hemorrhage and support 
of the patient. 2. Emptying the uterus. 3. Treatment 
of any complications 


“The treatment of the complications resolves itself 
into the specific condition 


“Sapremia and endometritis are easily confused— 
it is best to treat them alike. Sedation, fluids as in- 
dicated, moist heat over the abdomen, removal of 
the decidua as indicated; never curette until at least 
seventy-two hours have elapsed following a normal 
temperature. 


“Parametritis should be treated symptomatically 
with supportive methods, and by the use of hot rectal 
irrigations, and moist heat over the abdomen. No 
abscess should be opened until the patient has had 
about seventy-two hours to generate specific anti- 
bodies to the causative organism 


Editorial Notes—Personal and General 


DR. McCLAIN ROGERS, Clinton, who has been ill 
with influenza, is reported improved 


PITTSBURG AND MUSKOGEE COUNTY MED- 
ICAL SOCIETIES have arranged to hold joint meet- 
ings, Pittsburg County rendered a program at Mus- 
kogee, October 24, 1932, and Muskogee County will 
render one at McAlester, November 28, 1932. Sebastain 
County Medical Society ‘Ft. Smith, Arkansas) will 
render a program at Muskogee on December 12th, 
and the Muskogee County Society will render one at 
Fort Smith, in 1933, the date not yet decided upon 
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Deaths 


C. O. WILLIAMS, M.D. 
1882-1957 

C. O. Williams, M.D., 75, died September 
25, 1957, in Oklahoma City. A pioneer Mc- 
Alester physician, Doctor Williams moved to 
that area in 1916. He later practiced in Still- 
water, Haywood and Talihina. 

Doctor Williams was awarded a Life Mem- 
bership in the Oklahoma State Medical Asso- 
ciation in 1952. 


A. J. COLEY, M.D. 
1858-1957 

A. J. Coley, M.D., died at his home in Okla- 
homa City, October 16, 1957. Doctor Coley 
had practiced medicine for 67 years before 
his retirement in 1947. 

Born in Alexander City, Alabama, Doctor 
Coley was graduated from Jefferson Medical 
School, Philadelphia, Pennsylvania, in 1880. 
He did post-graduate work at New York Uni- 
versity. 

Doctor Coley, who was Oklahoma’s oldest 
physician, was an Honorary Member of the 
Oklahoma State Medical Association and the 
American Medical Association. 


JACOB P. BRAUN, M.D. 
1905-1957 
Jacob P. Braun, M.D. died of a heart attack 
in Hobart October 14, 1957. 
Doctor Braun was graduated from the Uni- 
versity of Oklahoma School of Medicine in 
1930. 


GEORGE MONROE DAVIs, Sr., M.D. 
1879-1957 

George Monroe Davis, M.D., Sr., 78, pioneer 
Bixby physician died October 7, 1957 in 
Tulsa. 

Born in Barberville, Kentucky, Doctor 
Davis had been a practicing physician in 
Bixby for 42 years. Doctor Davis was gradu- 
ated from the University of Louisville School 
of Medicine, Louisville, Kentucky in 1908. 

Doctor Davis was a Life Member of the 
Oklahoma State Medical Association, the 
American Medical Association and the Tulsa 
County Medical Society. 
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PHYSICIAN PLACEMENT 


Internal Medicine 
Louis K. McCown, 1516 Third Ave., N.E., Rochester, 
Minnesota, age 33, married, Tulane, 1949, Residency 
at Mayo Clinic, Veteran, available January 1, 1958. 
Bartis M. Kent, 225 Koser, Iowa City, Iowa, age 32, 
married, Baylor, 1948. Three year residency at Bay- 
lor, veteran, available July, 1958. 


Neurosurgery 
Bahif S. Salibi, M.D. (Currently Captain, MC U. S 
Army) 121 Evac. Hosp., APO 971, San Francisco, 
California, age 35, married, Board qualified in 
Neurosurgery, except for the two years of private 
practice required by the Boards, available October, 
1958. 


Pediatrics 


Marilynn L. Miles, Kemmerer Bldg. Norton, Virginia, 
age 36, single, Albany Medical College, 1950, resi- 
dency at University of Michigan, available immedi- 
ately. 


Thoracic and Cardiovascular Surgery 


Wayne E. Hird, M.D., McGuire VA Hespital, Richmond 
19, Virginia, age 31, married, Korean veteran, 
University of Kansas 1950, Board qualified in General 
Surgery, Thoracic and Cardiovascular exams will be 
completed by next July. Will be available July, 1958 


Obstetrics & Gynecology 


Herbert Claibrone Jones, Jr.. Box 166, University 
Hospital Charlottesville, Virginia, age 30, married, 
University of Virginia 1951, finishing board qualifica- 
tions, will be available Spring, 1958 


General Surgery 


Duane H. Dougherty, M.D., 201 Avon Road, Tonawanda, 
New York, age 30, married, veteran, New York 
University 1953, board qualified, will be available 
July, 1958. 
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District 14 Meets At 
Quartz Mountain Lodge 

Physicians of District 14, held their an- 
nual meeting November 4, in the Quartz 
Mountain State Park. The Jackson County 
Medical Society served as host to the group 
with Wayne A. Starkey, M.D., Altus, act- 
ing as program chairman. Councilors for 
the area are J. B. Hollis, M.D., Mangum, 
and R. R. Hannas, M.D., Sentinel. 


Special guests for the evening included 
John Flack Burton, M.D., President of the 
OSMA; W. R. Bethel, Assistant Executive 
Director of Blue Cross-Blue Shield; Don 
Blair, Associate Executive Secretary of the 
OSMA; Windham Hill, Claims Supervisor 
of Blue Cross-Blue Shield; Walter Mont- 
gomery, Area Representative in Lawton for 
Blue Cross-Blue Shield, and several phy- 
sicians from the Altus Air Force Base. 


Mr. Bethel was principle speaker for the 
evening, addressing the group on “Pres- 
sure Groups in Health.” He gave a compre- 
hensive picture of changing economics in 
the practice of medicine, emphasizing the 
vital role to be played by voluntary health 
plans. 


CLASSIFIED ADS 


FOR SALE: Six bed, licensed General Hospital and 
Clinic, serving two cities, combined population 4000, 
with large trade area. Write Box B, c/o THE 
JOURNAL, P.O. Box 9696, Shartel Station, Oklahoma 
City, Oklahoma. 


WANTED: General Practitioner. Oklahoma license. 
Salary open. Family residence and maintenance 
available at nominal cost. Good setup for recent 
graduate, retired serviceman, or older man seeking 
regular hours and less strenuous work. Location ad- 
jacent to several recreational areas. Contact Superin- 
tendent, Oklahoma State War Veterans Home Facili- 
ties, Sulphur, Oklahoma. 


5-TON Westinghouse Air Conditioner property of 
Association, excellent condition, $500.00. 


WANTED—Your surplus medical equipment. Used 
equipment of all kinds bought, sold, traded. Micro- 
scopes and electro-medical instruments repaired. Let 
us know your equipment problems. Write TEX-RAY 
CO., 6710 Snider Plaza, Dallas 5, Texas. 


LOCATION and office space for General Practitioner 
in Oklahoma City, Oklahoma. Very attractive propo- 
sition. No money necessary. For further details, 
telephone JAckson 5-2435 or write to Dr. O. N. Cop- 
pedge, 2112 N. W. 12th Street, Oklahoma City 7, Okla- 
homa. 
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PHENAPHEN PLUS 


Phenaphen Plus is the physician-requested _ each coated tablet contains: Phenaphen 


j j i. Phenacetin (3 gr.). . 194.0 mg. 
combination of Phenaphen, plus an ont pret hay (2% Qr.) . 162.0 a4 
histaminic and a nasal decongestant. Phenobarbital (4% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate .. . . 0.031 mg. 

plus 
Prophenpyridamine Maleate. . 12.5 mg. 
Available on prescription only. Vt Phenylephrine Hydrochloride . 10.0 mg. 
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“ Editorials 


Public Law 880 


Introduction 


There has been enough misunderstanding 
regarding the implications of and applica- 
tion of Public Law 880 to justify a full- 
dressed attempt at clarification. This law 
amends the Social Security Act to provide 
additional funds on a matching basis for 
medical care of people in four categories of 
dependence: Old Age, Aid to Dependent 
Children, Blind, Totally and Permanently 
Disabled. The present aid to these people 
is provided for by the Oklahoma Sales Tax 
and is administered by the Oklahoma State 
Department of Public Welfare under the 
direction of the Director of Public Welfare, 
Mr. Lloyd Rader, and the Oklahoma Public 
Welfare Commission. 


The Sales Tax and the Department of 
Public Welfare 
By Oklahoma Statute each sales tax dol- 


lar is divided as follows after the tax com- 
mission withholds 3‘. for operation: 


Old Age 76 % 
Blind 2 
Aid to Dependent 

Children 13 % 
Child Welfare 1 
Totally & Permanent 

Disabled 242% 
Administration 3 %& 
Emergency Fund 12% 


Crippled Children 1 % 





100% ‘of the 97% remaining) 


This fund is known as the assistance fund 
and is used to bring the dependents income 
up to a given level when his primary re- 
source is not adequate. Always by the phil- 
osophy of the Public Welfare Department 
and by law these funds are secondary and 
primary resources must be taken into ac- 
count first. For example if after going over 
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an old age pensioner’s situation a total of 
$92 is decided on as what he needs for sub- 
sistance and he receives $30 from social se- 
curity (primary resource)—only the bal- 
ance of $62 could be provided by D. P. W. 
To aid the state, the Social Security Law 
already provides matching funds of 4/5 of 
the first $30 and 1/2 of the rest up to $60. 
Therefore in this case the Federal Govern- 
ment would provide $24 (4/5 of 30) + $15 
(1/2 of 30) or $39 and D.P.W. would pro- 
vide $23. This seems like a smal] amount 
to take from the $40,000,000 annual sale 
tax assistance fund; but with 197,000 peo- 
ple on Assistance rolls in all categories an 
increase of $0.50 per month each withdraws 
from this fund $1,182,000 each year. It is, 
therefore, easy to understand that the De- 
partment of Public Welfare must take ad- 
vantage of all resources (primary and Fed- 
eral) to be able to fulfill its obligations of 
assistance and why the fund is called an as- 
sistance fund. 


Public Law 880 


This law provides matching funds for 
medical care up to $3 per month ($6 total) 
for Old Age Pensioners and $1.50 per month 
($3 total) for A D C Children. Additional 
funds for this purpose, however, were not 
provided by the legislature. To provide med- 
ical care and to obtain Federal funds for 
this purpose the D.P.W. must use any re- 
serve that it has plus any excess in any of 
the allocations listed above and be as exact 
as is possible under the law in providing as- 
sistance. Any appreciable reduction in Sales 
Tax take would be catastrophic to the Wel- 
fare program. There are several things de- 
veloping in its favor, however, chief of which 
is that an increasing number of people who 
come on the rolls of Old Age pensions have 
Social Security, where as, a few years ago 
very few did. 


The Oklahoma State Medical Association 
And The Welfare Department 


After the law was passed, Mr. Rader 
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asked representatives of the Oklahoma State 
Medical Association what sort of a program 
they wanted which would be reasonable and 
within the limits of the funds that would be 
available. Doctor McClure, the president 
appointed a committee, headed by Dr. C. M. 
Bielstein to study the problem. This com- 
mittee studied the problem during the 
winter of 1956-57 and presented a program 
for payment to physicians for medical care 
to the Council. The Council turned the pro- 
gram down but it was later accepted by the 
House of Delegates in extraordinary session 
and was then accepted by the Commission of 
Public Welfare. The manual of procedure 
published and distributed by the D.P.W. 
is the directions for implementing a pro- 
gram which was developed by a Committee 
of the O.S.M.A. 


The Old Age Pensioner 


Much of the misunderstanding in this 
category stems from a difference in phil- 
osophy among physicians. Are these people 
just medical indigents to be given medical 
care free just as poor people have always 
been? Many physicians consider them so 
and according to this concept there can be 
no quarrel with their attitude. 


Should the recipient of Public Assistance 
be considered a retired citizen receiving a 
pension much as a retired railroad employee 
might do, and the money allocated for med- 
ical care be considered a part of his pension 
to be spent by him as he needs it? The 
writer subscribes to this concept as editori- 
als in previous issues have indicated. 


Is This Socialization of Medicine? 


There can be no doubt of this. The fact 
that it is limited makes it no less galling to 
many physicians, but does the need exist? 
Apparently the Congress did not think that 
these people were getting sufficient medical 
care and adopted this method of attempting 
to secure it for them. The advisors to the 
Congress must have been the many State 
Welfare Departments through the Depart- 
ment of Health, Education and Welfare. 
They should be in a position to know and 
perhaps we should give them credit for be- 
ing honest in their appraisal of the situa- 
tion. If we know a surer less tainted meth- 
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od, we should come up with it. 


I think Blue Cross and Blue Shield offers 
us the one less tainted method and is our 
only chance to remove such social programs 
from the political arena. Although Mr. 
Rader has discussed the matter with Mr. 
Helland (Executive Director of Blue Cross) 
and has asked him to come up with a pro- 
gram he does not think the present financial 
structure behind the program would safely 
permit a contractural arrangement; nor does 
Mr. Helland think that Blue Shield could 
enter into such a program unless the 
O.S.M.A. could and would protect it against 
abuses. Both of these problems are ours to 
help solve. 


Solve them we must, because next on the 
agenda of socialization is the medical care 
of recipients of Social Security whose in- 
come will be too great for D.P.W. assistance 
but not considered adequate to provide med- 
ical care. This will be a much larger group 
and Congress would be derelict in its duty 
to permit us to develop our own program 
for these when we have failed in efforts to 
develop a satisfactory one for a smaller 
group. 


Perhaps there is small comfort to be got- 
ten from such thoughts—this is the price 
we must pay for the loss of the small farm 
on which grandma and grandpa looked after 
the home, the cooking and the kids while 
ma and pa did the chores and looked after 
the crops—and the small shop which grand- 
pa could tend part of the time while grand- 
ma could help with the work at home. There 
are no longer any pastures to turn the old 
folks into. There is no room for them in 
the small homes and apartments of their 
children. This is the hidden extra cost of 
getting our things cheaper in chain stores 
and dime stores. The intellectual endow- 
ment and ability to earn and save is not 
equally proportioned among us. Those whose 
menial tasks are done by others must help 
them when they get too old to take care of 
themselves. Better this than rake our own 
leaves, sweep our own buildings, burn our 
own garbage and teach our own children 
their three R’s. The price of what we call 
progress is a leveling process of taxing the 
more fortunate to help the less fortunate 
when he can no longer help himself. No 
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wishful thinking on the part of the medical 
profession can make this less true. 


Aid To Dependent Children 


Here again the philosophy and the law of 
assistance has to be wrestled with. Pri- 
mary resources must be used first before 
D.P.W. pooled funds for Federal matching 
can be touched. The Oklahoma Crippled 
Children’s Law does not exclude any physi- 
cal malady from the purview of the Crip- 
pled Children’s Commission. Therefore the 
funds of the Commission for the care of 
sick children are a primary resource and 
must be used before pooled funds can be 
touched. County funds collected for the care 
of sick children are also a resource. This 
means that during each quarter while the 
Commission has funds all children can be 
cared for, but toward the end of the quarter 
only ADC Children can have their care paid 
for. Since the Oklahoma State Medical As- 
sociation has established a policy of caring 
for Commission Children without charge for 
professional service only the hospitals are 
involved and they must take sick children 
during the period of each quarter in which 
the Commission is broke without reimburse- 
ment. The Children’s Hospital at the Uni- 
versity of Oklahoma Medical Center takes 
the lion’s share of these children and is the 
hardest hit. 


It was obvious to the Department of Pub- 
lic Welfare that, since the Crippled Chil- 
dren’s Commission each quarter runs out of 
money, there is considerable unmet need in 
the care of Crippled Children including 
ADC children. If some area of sickness in 
which the Crippled Children’s Commission 
did not operate for ADC children could be 
defined, then in these areas the funds of the 
Commission would not be a resource and the 
D.P.W. pooled funds could be directly ap- 
plied thus conserving the Commission’s 
funds for other indigent children and per- 
mitting it to pay hospitals throughout each 
quarter. This was the reason that the 
D.P.W. on the advice of its medical advisory 
committee selected certain categories of 
sickness to be excluded from its sphere of 
operation. This does not mean that other 
indigent children with excluded illnesses 
would be denied care. The plan was accept- 
able to the Children’s Bureau and to the 
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Federal Department of Public Welfare. Mr. 
Rader desires that the same standards of 
Hospital and Medical care as applied by the 
Crippled Children’s Commission for ADC 
children under its care be applicable when 
these children are receiving care with money 
from the D.P.W. pooled funds. This would 
be much easier and a great deal of confusion 
would be avoided if the O.S.M.A. would 
adopt the same attitude toward fees for pro- 
fessional services for these as it has toward 
other indigent children. The concept of the 
station of the child who is indigent through 
birth or circumstance and has his life ahead 
cannot be the same as that of the old man 
who can work no longer. 


Conclusion 


Congress has appropriated funds to help 
the states secure adequate medical care for 
those people in four categories of depend- 
ency, presumably because it had been con- 
vinced that the care of these people had 
been getting was not adequate. The record 
of performance indicates that Mr. Rader 
and the D.P.W. desired the Medical profes- 
sion to develop the program for the use of 
these funds. There is no evidence that | 
have been able to find that this was not 
done in good faith but also with an earnest 
desire that these dependent people be per- 
mitted to use the funds for the purpose for 
which they were intended. To this extent 
he may be considered an advocate of sociali- 
zation of medicine—to this extent I am also. 
There is, however, no evidence apparent to 
me that socialization per se is the goal. We 
should, however, feel much better about the 
whole business when Blue Cross and Blue 
Shield can take over its administration.— 
B.H.N. 
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—™ tific Articles 








ANTIGENIC PNEUMONITIS 


In 1941, Rendich, Levy and Cove! de- 
scribed a condition which they termed ‘“‘azo- 
temic pneumonia.” This was characterized 
by radiographic findings of symmetrical, dif- 
fusely increased, irregular densities, located 
in the central and basal lung fields. This 
density decreases gradually as it extends to 
the lung periphery and, characteristically, 
spares the apices and extreme bases. They 
found the disease associated with elevation 
of blood urea nitrogen and creatinine, but 
remarked that only a small percentage of 
cases of known azotemia exhibited charac- 
teristic pulmonary findings. They postulat- 
ed that the toxic substance acting on the 
vascular structures in nephritis was also act- 
ing in similar fashion on the vascular struc- 
tures of the lung, with resulting interstitial 
pulmonary edema. That this theory was 
well founded has been confirmed by subse- 
quent studies and reports in the literature.? * 


Sante and Wyatt* have recognized the re- 
lation of azotemic pneumonia to the collagen 
diseases, and have proposed the term “anti- 
genic pneumonitis” instead, because azo- 
temia was not considered of etiological sig- 
nificance, but rather a secondary manifesta- 
tion of the underlying pathological condi- 
tion: a hypersensitivity reaction involving 
vascular tisues of the kidney and lung par- 
enchyma. Roentgenograms of the chest 
show blotchy areas of increased density radi- 
ating outward toward the periphery, but 
stopping short of the outer edges. This is 
in contrast to the findings in acute pulmon- 
ary edema from cardiac failure, in which the 
infiltrate extends to the periphery and es- 
pecially to the bases, and is accomplished by 
cardiac enlargement and clinical evidence of 
of heart failure. On microscopic examination, 
the lungs show an exudate of interstitial 
mononuclear infiltration intimately associ- 
ated with sweeping bands of hyaline mem- 
brane plastered against septal walls. Sante 
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and Wyatt divide the collagen diseases in- 
to two groups, and describe the condition in 
the first group in association with sensiti- 
zation reaction to foreign proteins, hyper- 
sensitivity reactions to drugs, blood incom- 
patibility in transfusions, acute glomerul- 
onephritis and periarteritis nodosa. A sec- 
ond group of the collagen diseases show 
similar findings only in the terminal stages: 
disseminated lupus erythematosus, derma- 
tomyositis, scleroderma, rheumatoid arth- 
ritis, and rheumatic pneumonitis. 


Blankenhorn, Knowles and Zeek,>? in a 
clinico-pathological study of such cases, have 
termed lesions in the first division of col- 
lagen diseases ‘necrotizing angiitis,” and 
distinguished between periarteritis nodosa 
and hypersensitivity angiitis within this 
group. Periarteritis nodosa involves the 
small and medium sized arteries of the mus- 
cular type, predominantly at the branchings 
in the hilus of a viscus, with lesions of vari- 
ous ages present at the one time, and pro- 
liferation precedes exudation. Granulation 
tissues and small aneurysms form, leading to 
vascular obstruction and hypertension. Hy- 
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persensitivity angiitis involves the arteri- 
oles, venules, capillaries and small arteries 
within the viscera and interstitial tissues, 
and consists of an exudative type of reac- 
tion of uniform age. Visceral interstitial 
inflammation, necrotizing glomerulonephri- 
tis and fibrinoid pneumonia result. The con- 
dition is attended by a very high mortality 
rate in the vast majority of cases, regard- 
less of etiology. 


The following case report was prompted 
by at least three circumstances: 


1) The condition appeared in association 
with a toxemis of pregnancy (pre-eclam- 
psia), not usually mentioned in the list of 
“collagen diseases.” 


2) Recovery of a moribund patient en- 
sued. 


3) The condition, though a rare compli- 
cation of this and other diseases, singly, will 
be found much more frequently if looked 
for among these various conditions. 


Search of the literature has revealed a 
similar case reported by Fulsher and Sichel® 
in December 1954. Their case was parallel 
in most respects to the one presently re- 
ported, including some similarities in treat- 
ment program and in the fact that recovery 
occurred. 


Case Report 


The patient was a 29 year old white fe- 
male, seen in the Emergency Room of the 
hospital for the first time on July 11, 1954. 
She complained of severe dyspnea of 28 
hours duration. She was eight months preg- 
nant, but had not seen an obstetrician or 
physician with this pregnancy. She had 
been well until 2 a.m. the day before admis- 
sion, when she awoke from a sound sleep 
short of breath, with pain on breathing, es- 
pecially over the lower end of the sternum. 
She was so orthopenic that she sat up the 
remainder of that night; was somewhat 
short of breath with some “wheezing” dur- 
ing the next day, and sat up all the night 
immediately prior to admission. She had 
noted some swelling of her feet for approxi- 
mately two weeks. There was no accom- 
panying cough or sputum, nor any history 
of antecedent cough, cold or sore throat in 
the preceding days, weeks or months. There 
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was no chill, fever, headache, nausea, vomit- 
ing or visual disturbance. There were no 
unusual associated factors such as psychic 
trauma, dusts or pollens, although, she had 
suffered some “asthma” with four previous 
pregnancies, never requiring medical treat- 
ment. Her past history was uninformative 
except for the acquisition of a parakeet a 
week prior (July 3, 1954). Her father had 
died of complications of high blood pressure 
seven years previously, while her mother 
and seven siblings were living and well. 


On examination, the patient was an acute- 
ly ill, cyanotic, white female who was des- 
perately dyspneic and orthopneic; tempera- 
ture was 99°; pulse 120; respirations 40; 
blood pressure was 140/110. The alae nasae 
were dilating with each breath, but she was 
not wheezing. The pupils were somewhat 
dilated, but the fundi were normal. Her 
breasts were engorged. The accessory mus- 
cles of respirations were being used. There 
was dullness over the right lower anterior 
chest with fine crepitant inspiratory rales 
over the lower half anteriorly; there were 
rough breath sounds along the left sternal 
and right sternal borders; no rales or 
wheezes were heard posteriorly. The heart 
sounds were of good quality, regular 
rhythm, and no murmurs, thrills or rubs 
were heard. The abdominal examination re- 
vealed distention with a gravid uterus ex- 
tending to just below the costal margin; the 
fetus was in R.O.P. position with fetal heart 
tones 144 in the vicinity of the right groin. 
Pelvic examination was not performed at 
this time. A 1+ pedal edema was present. 


A roentgenogram taken immediately up- 
on admission, revealed dense, partly con- 
fluent, peribronchial type infiltration, in- 
volving the hilar and central lung zone on 
the right, decreasing toward the periphery 
and the costophrenic angle, with a similiar, 
but less intense, infiltration on the left. The 
cardiothoracic ratio of 14:29 was within 
normal limits, in spite of the transverse 
position from the pregnancy (figure 1). 
Electrocardiogram showed sinus tachycar- 
dia, normal conduction time, and slightly 
inverted T waves in leads 1, AVL, V1 and 
V2 on 7/12/54. On July 16th, there was 
ST depression in leads 1, 2, AVF and V4-V6 
and low T waves throughout, with prolonged 
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FIGURE 1 


QT conduction time (.36 with rate 120), and 
tall spiked P2 and 3. Both were interpreted 
as indicating “myocardial ischemia.” Blood 
and urine studies on entry and thereafter 
are shown in figures 2 and 3. 


Upon admission, the patient was imme- 
diately supplied oxygen by nasal catheter. 
Cedilanid, 1.6 mg., was given intravenously, 
followed thereafter by maintenance doses. 
When she was unable to raise a sputum 
specimen, a single injection of penicillin and 
streptomycin with 15 mg. of Chlortri- 
meton® was administered. Six hours after 








admission, she spontaneously delivered a 4', 
pound male infant, in fairly good condition. 
An old clot of blood was present on the 
placenta, indicating some premature sepa- 
ration. Delivery was accomplished without 
anesthesia or episiotomy. 


inserted. 
was 


A retention catheter was Her 
condition following delivery little 
changed, but the foiiowing day the respira- 
tions had increased to 52; pulse 140; blood 
pressure 132/116, and rales were heard in 
the right and left sides of the chest anteri- 
orly. Basal rales were still not heard. A 
film of the chest (figure 4) revealed a 
startling increase in the bilateral pulmon- 
ary infiltration, though still sparing the 
periphery and bases. Tetracycline was 
started in view of the critical situation and 
prior to receipt of results of laboratory tests 
(figures 2 and 3). In the meantime, she con- 
tinued desperately ill, with respirations up 
to 60 per minute and a blood pressure of 
120-130/110-116. By July 14th (the third 
hospital day), bronchial breath sounds were 
present throughout the lung fields with med- 
ium and fine moist rales and a few fine 
rhonchi over the area of the right middle 
lobe and both bases posteriorly, with de- 
creased resonance at the bases. Heart 
sounds were of fair quality; pulse 110-120; 
ocular fundi remained negative; breath was 
not uremic, edema had disappeared; tem- 
perature was 101° rectally. She still had 
no cough or expectoration. Mild hives were 
present on the thighs. Leukocytosis steadily 
increased to 35,500 on July 14th. Toward 
the evening of this day, she became mori- 





URINE 

Date 7/11/54 7/12/54 7/13/54 7/14/54 7/15/54 7/16/54 7/17/54 7/18/54 
Quant. /24 h 100cc 250cec 950cc 610cc 740cc 1095cc 850cc 825cec 
Sp. G.: 1.045 QNS 1.021 1.021 1.021 1.012 1.015 QNS 
Albumin 44 4 44 34 34 34 3+ 1+ 
Occult Hgb _ 4 — — — 3 Trace — 
Casts Many 35 Many — Loaded — _ — 

RBC Some 20 Some _— — Many Many — 
WBC Many 20 Loaded Many 20 Loaded Loaded Loaded 
Ephithelial Many Few Many Occ. Some Some Some Some 











FIGURE 2 
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bund, with blood pressure unobtainable; 
heart rate 134; respiratory rate 52. Caffein 
and aminophylline were administered with 
slight improvement. The chest was now full 
of wheezes and coarse moist rales through- 
out, in addition to fine moist rales over the 
right lower anterior chest. It was consid- 
ered noteworthy that there were no liver 
enlargement or tenderness and no peripheral 
edema. 

On July 16th, with the patient still mori- 
bund, inhalation of 70‘ alcohol vapor was 
started through oxygen therapy apparatus. 
Breathing immediately became more com- 
fortable; the respiratory rate reduced to 36 
and, by the following day, there were fewer 
rales; her heart sounds were strong and she 
was much less apprehensive. Improvement 
rapidly continued over the next few days 
so that by July 22nd, oxygen was discon- 
tinued and she was able to sit up (Figure 5). 


On July 23rd, her temperature spiked to 


102°; her chest became full of rales and 
rhonchi again, with the respiratory rate 
rising to 40 per minute. The blood pressure 
was 136/114, with mechanical alternans. 
There was 1+ edema. The liver was three 
fingers below the costal margin and was 
somewhat tender. The urinary output was 
reduced. She had rather severely ulcerated 
hemorrhoids. There was thrombophlebitis 
of the left leg. The blood urea nitrogen was 
12 (compared to a maximum of 50 on 7/15 
54), and the urine characterized by a spe- 
cific gravity of 1.011, 3+ albumin; 4+ oc- 
cult hemoglobin, and it was loaded with 
RBC, WBC, epithelial cells and bacteria, but 
no casts. Thiosulfil for the urinary tract 
infection, anticoagulants and bed rest for 
the thrombophlebitis, and treatment similar 
to that previously administered for the res- 
piratory condition was instituted, with rapid 
response. 


On July 30, she received, by mistake, 100 





BLOOD 

Date: 7/11/54 7/12/54 7/13/54 7/14/54 7/20/54 8/6/54 
RBC: 421 4.33 3.69 3.63 3.75 
Hgb 11.4 10.8 9.9 9.9 9.9 
WBC 22,600 28,500 28,950 35,500 25,000 7,900 
Neut: 92 87 82 89 85 81 

Myelo: 4 

Metam: l 

Bands 1 13 8 26 22 8 

Segs: 91 74 74 63 58 73 
Eosinos: 0-3 0 0 1 0 l 
Monos: 0 4 6 5 0 + 
Lymphos: 5 9 12 5 15 14 
Date: 7/12/54 7/14/54 7/15/54 7/21/54 7/26/54 8/2/54 
NPN: 49 
BUN: 42 50 12 14 12 
Psitticosis: 1:64 1:64 
CRP: 4+ 
L.E.: Negative 
AS.O.: 50 Todd 

Units 

Coombs: Negative 
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FIGURE 3 














FIGURE 4 


mg. of Chlortrimenton® instead of 5 mg. 
which had been ordered with an injection of 
penicillin and streptomycin. Other than 
drowsiness, she suffered no apparent ill ef- 
fect and, indeed, considerable clearing of the 
lung fields occurred during the next several 
days so that, by August 8th, she was dis- 
charged, greatly improved. The roentgeno- 
gram of the chest showed striking clearing 
of the pulmonary infiltrations previously 
described. The urine still showed 2+ al- 
bumin and many red cells and white cells, 
but no casts. A 500 cc whole blood transfus- 
ion was given (Figure 6). 


Follow-up examination has subsequently 
revealed complete clearing of the urine. The 
blood pressure and the lung fields were 
normal. During the past year she has car- 
ried another pregnancy to term without un- 
toward incident (Figure 7). 


Comme? 

The question is raised: is this basically 
an acute glomerulonephritis complicating 
pregnancy, or a _pre-eclamptic toxemia? 
Favoring acute glomerulonephritis is the 
prolonged duration and severity of hema- 
turia, proteinuria, nitrogenous retention and 
hypertension. It is said that prolongation of 
these beyond a week suggests glomerulone- 
phritis.*-"° On the other hand, pre-eclampsia 
is favored by the age, multiparity, occur- 
rence in the third trimester, absence of his- 
tory of infection, and edema of two weeks 
duration. Odds by far favor toxemia, as 
acute glomerulonephritis complicates preg- 
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nancy in only 0.01%, and almost invariably 
in primiparas under 25 years of age. 


Pre-eclampsia is thought to result from a 
“toxin” (antigenic agent) liberated by the 
partially and prematurely separated pla- 
centa, as was found in this case. A hyper- 
sensitivity angiitis developed with renal and 
pulmonary exudative manifestations (ne- 
crotizing glomerulonephritis and fibrinoid 
pneumonia). No valid reason is offered why 
the pulmonary complications developed. 
Neither antecedent allergic history, nor 
eosinophilia, are thought to be factors. 


As to treatment, the role of oxygen, digi- 
talization and fluid balance and electrolyte 
is purely supportive. It is said that ACTH 
and cortisone are contra-indicated in acute 
glomerulonephritis." It is probably likewise 
in pre-eclampsia, and hardly necessary be- 
cause of the dramatic improvement usually 
occurring shortly after the uterus is emptied. 
Further, the vascular exudative reaction has 
already occurred by the time the disease be- 
comes clinically evident. Corticosteroids af- 
fect only the formation of antibody, but do 
not interfere with antigen-antibody union or 
increase antibody excretion,’? hence, would 
not undo the damage already done. It is 
doubtful if antihistaminics are rational; they 
act by nullifying the action of mono-amino 
oxidase, which inactivates epinephrine. 
Liberation of a histamine-like substance may 
be a factor, in which case, the immediate 
exudative reaction may be ameliorated by 
large doses of antihistaminics. The Swartz- 
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mann-type of delayed hypersensitivity re- 
action, most nearly resembling the mechan- 
ism of the condition at hand, is likely not 
mediated by histamine-like substances. Use 
of alcohol vapor inhalation may be entirely 
rational: it is used as an anti-foaming agent 
with local effect only on the air passages. 
It was originally introduced by Luisada and 
Cavorhees,** as a means of treating pulmon- 
ary edema. In ordinary cardiogenic pul- 
monary edema, where capillary permeabil- 
ity is increased by hypoxia, a protein exu- 
date forms: likewise, an exudate forms in 
hypersensitivity angiitis, where the capillary 
damage occurs as a result of an antigen- 
antibody reaction. Probably in this condi- 
tion, as in lower nephron nephrosis, repair 
occurs in approximately 14 to 21 days; if a 
person can meanwhile be kept alive, re- 
covery may be complete. 


Review of 24,475 deliveries at St. John’s 
Hospital during the past seven and one-half 
years, discloses that the diagnosis of pre- 
eclampsia was made 60 times. No case, other 
than this, was complicated by pulmonary 
manifestations. No deaths occurred. Of 21 
cases of eclampsia admitted to the hospital 
during the same period, with three deaths, 
pneumonitis occurred twice, with recovery 
in one. Sixty-seven cases diagnosed ‘“‘tox- 
emia of pregnancy” all recovered. Of 93 
cases of acute glomerulonephritis treated in 
the hospital, none were associated with preg- 
nancy. Five died, of which one showed pul- 
monary manifestations. 
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FIGURE 6 
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FIGURE 7 


Summary 

A case of antigenic pneumonitis compli- 
cating pre-eclampsia is described in a 29 
year old multipara at the eighth month of 
pregnancy. Recovery occurred with sup- 
portive therapy, and particularly inhalation 
of alcohol vapor and administration of an 
overdose of antihistaminic. The diagnosis 
of antigentic pneumonitis should be consid- 
ered in every case of pre-eclampsia or acute 
glomerulonephritis, as well as other hyper- 
sensitivity reactions, when accompanied by 
dyspena or apparent “pneumonia” or pul- 
monary edema. 
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Report of a Controlled 





CLINICAL STUDY OF ACYLANID 


In recent years Acylanid* has under- 
gone extensive clinical evaluation. Most 
studies!:?}3.4.5.8 establish this drug as an ef- 
fective agent in the treament of congestive 
heart failure. Most of these reports also 
emphasize the finding that the gastrointes- 
tinal symptoms of Acylanid overdosage tend 
to appear earlier than the electrocardio- 
graphic changes and disappear more rapid- 
ly than those seen with digitoxin. Only one 
investigator’ failed to find any difference 
between Acylanid and digitoxin in this res- 
pect since none of the previous studies have 
been sufficiently controlled, it is possible 
that the results were influenced by the in- 
vestigator’s bias.® 


The purpose of this study was to compare 
Acylanid and digitoxin mgm. for mgm. with 
regard to ease of digitalization and onset 
of and recovery from toxicity, utilizing a 
bodule-blind technique.*® 


Materials and Methods 


This study was carried out with set dos- 
ages of each agent administered according 
to a double-blind systematized randomiza- 
tion technique. The digitalis preparations 
were coded as Drug A and Drug B. The in- 
vestigator, the resident, and the patient at 
the time of testing did not know which prep- 
aration was being used at any given time. 


The patients selected for this study were 
in congestive heart failure using the fol- 
lowing criteria: (1) elevated venous pres- 
sure, (2) prolonged circulation time with 
Decholin, (3) tachycardia, (4) tachypnea, 
(5) pulmonary rales or edema, (6) pedal 
edema, (7) hepatomegaly, (8) evidence of 
enlarged heart or (9) pulmonary congestion 
on a roetgenogram of the chest and physical 
examination. In addition to the administra- 
tion of digitalis, salt restriction and limited 
activity were prescribed as indicated. In 
only two instances was a diuretic admin- 
istered. Usually most patients had been in 
the hospital for several day before digitali- 


604 


THOMAS J. LOWREY, M.D. 


THE AUTHOR 


Thomas J. Lowrey, M.D., is a_ practicing 
physician in Yukon, Oklahoma. Doctor Lowrey 
was graduated from the University of Texas 
School of Medicine in 1954. After two years 
General Practice Internship at the University 
Hospital, he practiced one year of medicine at 
the Veterans Administration Hospital in Okla- 
homa City. 

This work was done in the Experimental 
Therapeutic Unit of the Department of Medicine 
of the University of Oklahoma School of Med- 
icine, the VA Hospital, Oklahoma City, Okla- 
homa and Central State Hospital, Norman, 
Oklahoma. 


zation was begun and some beneficial ef- 
fects from bed rest and a low salt diet had 
already been observed. None of the subjects 
studied had received any digitalis prepara- 
tion for at least 21 days prior to the begin- 
ning of this study. 


Acnylanid and digitoxin were adminis- 
tered orally. They were prepared in identi- 
cal appearing gelatin capsules, each capsule 
containing 0.2 mgm. of the agent. During 
the first 24 hours a total dose of 1.6 mgm. 
was given in four equally divided doses at 
6 hour intervals. During the next three days 
the patients were placed on a daily “main- 
tenance dose” of 0.2 mgm. and beginning 
with the fifth day this was increased to 0.4 
mgm. per day and continued at this dosage 
level for 17 days or until toxicity occurred. 


The group receiving Acylanid consisted of 
nine male and five females whose ages 
ranged from 44 to 80 years (mean: 65 
years). There were four subjects with hy- 
pertensive cardiovascular disease, six with 
arteriosclerotic heart disease and four with 
senile heart disease. 


The group receiving digitoxin consisted 
of eleven males and one female with a range 
of 60 to 80 years (mean: 70 years). Three 
subjects in this group had hypertensive car- 
diovascular disease, six had arteriosclerotic 
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heart disease and three had senile heart dis- 
ease (Table 1). 


The effects of both glycosides were judged 
by daily pulse and body weight changes, 
serial electrocardiograms, venous pressures, 
circulation times with Decholin, roetgeno- 
grams of the chest, physical examination of 
the lungs for rales and clearing of edema 
physically. Serum K levels were determined 
prior to beginning the study, when toxicity 
occurred, and at intervals thereafter. 


Satisfactory digitalization was judged 
clinically making use of all the data plus 
daily clinical observations as referred to 
above. Since the agents were administered 
by the double-blind technique, no prejudice 
entered into the decisions favoring one agent 
over the other. 


All data were statistically analyzed. 
Results 


The results were summarized in Tables 
II and ITI. 


Only minor differences between the two 
agents were noted. None of the differences 
were found statistically significant by ap- 
propriate tests (t—test, Chi Square Analysis 
or Snedecor’s Confidence Interval Tables). 


TABLE I 
Dose Schedule and Clinical Data for Each Drug Group 
Digitoxin Acylanid 





Dosage in 24 hours 1.6 mgm. | 1.6 mgm. 


Maintenance next 3 days 0.2 mgm. | 0.2 mgm. 


Maintenance beginning 5th day | 0.4 mgm. | 0.4 mgm. 


Female 5 1 
Number — . 
of Male i) 11 
Patients 

Total 14 12 

Mean 65 70 
Age 

Range 41-80 51-84 

ASHD ” ° 

— (4 Senile) | (3 Senile) 
Diagnosis 

HCVD 4 3 
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TABLE II 


Time and Dose Required for Digitalization and Onset 
and Recovery from Toxicity for Each Drug Group 





ACYLANID DIGITOXIN 
Z 
= Mean (Range) | Mean (Range) 
& 
< 
N 
"| Total Dose (mgm.) | 1.90 (1.6-2.2) 1.8 (1.6-2.6) 
< 
> 
2) Time in Days 2.56 (1-4) 1.9 (1-5) 
=) 
Total Dose ‘mgm.)| 3.73 (1.6-7.4) | 3.64 (1.8-7.0) 
> 
& 
2! Time in Days 7.6 (1-17) 7.8 (2-16) 
A 
=) Time for 7} 
2.7 (1-6) 3.25 (1-6) 


Recovery in Days. 





The average tirne required for satisfactory 
digitalization with Acylanid was 2.6 days 
with a range of one to four days. Digitoxin 
induced satisfactory digitalization on an 
average of 1.9 days with a range of one to 
five days. With Acylanid two patients were 
adequately digitalized in one day, five pa- 
tients in two days, four patients in three 
days and two patients required longer than 
three days. With digitoxin seven patients 
were digitalized in one day, one in two days, 
three in three days and only one required 
longer than three days. One patient in the 
Acylanid group could not accurately be 
judged for adequate digitalization because 
of other complicating illnesses. 


In each group there was one subject with 
atrail fibrillation at a fast ventricular rate. 
Acylanid required three days to reduce the 
ventricular rate to 80 to 90 per minute and 
to obliterate the pulse deficit; it took only 
one day to accomplish this with digitoxin in 
the other patient. 

7: 

The amounts required for adequate digi- 
talization are not significantly different in 
the two drug groups. The average amount 
of Acylanid required was 1.9 mgm. (range 
to 1.6 to 2.2 mgm) as compared to 1.8 mgm. 
of digitoxin (range 1.6 to 2.6 mgm). 


Digitalis intoxication was considered pres- 
ent when the patient either exhibited gas- 
trointestinal symptoms of anorexia, nausea, 
vomiting and diarrhea or had typical elec- 


605 








trocardiographic changes. The electrocardi- 
ographic changes considered to reflect tox- 
icity consisted of premature beats, other ar- 
rhythmias, atrioventricular blocks and 
bradycardia. One patient exhibited visual 


color changes together with nausea and 
vomiting. One patient also became con- 
fused along with electrocardiographic 


changes of toxicity. There were no abnor- 
mal serum potassium levels at the beginning 
of each study and no significant changes in 
serum potassium levels were observed at the 
time that the patients exhibited toxicity 
compared to the initial determination in each 
subject. 


The average time required to induce tox- 
icity with Acylanid on this regimen was 7.6 
days with a range of one to 17 days. Twelve 
patients exhibited toxicity in this group. 
One patient who had arteriosclerotic heart 
disease and tricuspid insufficiency was 
maintained on 0.4 mgm. Acylanid for six 
days (tenth day of study) without evidence 
of toxicity and left the hospital before com- 
pletion of the study. Another patient with 
arteriosclerotic heart received 0.4 
mgm. for three days (seventh day of study) 
when the study was stopped because of a 
recent myocardial infarction. 


disease 


The average time to induce toxicity with 
digitoxin was 7.8 days with a range of two 
to 16 days (10 subjects). Two patients in 
this group did not develop toxicity. One of 
these patients received 0.4 mgm. of digi- 
toxin daily for 10 days and the other re- 
ceived 0.4 mgm. daily for 17 days without 
developing signs or symptoms of toxicity. 


TABLE III 
Signs and Symptoms of Toxicity Manifested by 
Each Drug Group 


Acylanid Digitoxin 





Subjective Findings Alone 4 0 
Objective and Subjective 

Findings ‘ : 
Objective Irregular Pulse 4 6 
Finding ECG 4 6 
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The average dose required to induce tox- 
icity with Acylanid was 3.73 mgm. with a 
range of 1.6 to 7.4 mgm. The average dose 
required with digitoxin was 3.64 mgm. with 
a range of 1.8 to 7.0 mgm. 


The average time for recovery from tox- 
icity induced by Acylanid was 2.7 days with 
a range of one to six days (seven subjects). 
The other seven patients could not be in- 
cluded because of the following reasons: (a) 
One patient died of a recent myocardian in- 
farction two days following the onset of 
toxicity; (b) Two patients were given ad- 
ditional doses of Acylanid after they had 
initial evidence of digitalis intoxication; (c) 
Two patients developed an arrhythmia which 
peristed in one case for 47 days and in the 
other the arrhythmia was still evident four 
and one-half months after Acylanid was 
withdrawn; (d) Two patients did not de- 
velop toxicity. 


One patient, who could not be included in 
this study because of dosage error, deserves 
comment. He was given 1.6 mgm. of Acy- 
lanid on the first day and received 0.8 mgm. 
on the second day. A dose of 0.2 mgm. was 
then given for four days and he was then 
maintained on 0.4 mgm. daily for 28 days. 
On the eighth day of the study he developed 
a P-R interval of 0.21 seconds, and while 
he was continued on the drug, he maintained 
a P-R interval from 0.22 to 0.25 seconds 
without developing any other signs or symp- 
toms of toxicity. After discontinuing the 
Acylanid the P-R interval returned to a nor- 
mal range on the fourth day. 


Another patient not included in the study 
received a total of 2.8 mgm. of Acylanid in 
thirty hours without developing any evi- 
dence of toxicity. 


The average time for recovery from dig- 
itoxin intoxication was 3.25 days with a 
range of one to six days (eight subjects). 
Four patients were not included here for 
the following reasons: (a) Two patients did 
not become toxic; (b) One patient died of 
congestive failure complicated by atelectasis 
and pneumonia one day after developing 
premature ventricular beats; (c) One pa- 
tient after three days of toxicity manifested 
by rapid atrial fibrillation was converted 
with quinidine to normal sinus rhythm. 
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The findings of digitalis intoxication were 
divided into subjective symptoms (anorexia, 
nausea, vomiting, colored vision) and ob- 
jective signs (irregular pulse and heart beat, 
and electrocardiographic changes). In the 
Acylanid group there were four patients who 
developed gastrointestinal symptoms alone 
whereas with digitoxin there were none. 
There were four patients on Acylanid who 
developed gastrointestinal complaints and 
electrocardiographic changes at the same 
time as compared to three patients on digi- 
toxin. In the Acylanid group four patients 
developed electrocardiographic changes 
alone compared to seven patients in the digi- 
toxin group. 


The electrocardiographic changes with 
Acylanid were premature ventricular or 
atrial beats in six patients (two had bige- 
minal and one had trigeminal rhythm) and 
first degree heart block in two patients. The 
electrocardiographic changes with digitoxin 
were atrial fibrillation in one patient, pre- 
mature atrial or ventricular beats in four 
patients, atrioventricular block in one pa- 
tient and bradycardia in four patients. 


Summary 


1) Digitoxin produced adequate digitali- 
zation in an average of 1.9 days with an 
average dose of 1.8 mgm. Acylanid required 
an average of 2.56 days and an average dose 
of 1.9 mgm. to adequately digitalize. 


2) The time required to develop toxicity 
and the amount of the agent needed to pro- 
duce toxicity were essentially the same for 
Acylanid and digitoxin. The average time 
required to recover from toxicity was 2.7 
days with Acylanid and 3.25 days with dig- 
itoxin. 


3) Electrocardiographic changes were 
noted in each of the ten patients who became 
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toxic with digitoxin. Electrocardiographic 
changes occurred in only eight of 12 patients 
on Acylanid who became toxic. 


4) Four patients on Acylanid developed 
gastrointestinal symptoms alone as a sign of 
toxicity. All subjects who became toxic on 
digitoxin developed electrocardiographic 
changes. 


5) Gastrointestinal symptoms of toxicity 
without electrocardiographic changes occur- 
red more frequently in the Acylanid group 
than with digitoxin but the difference was 
not statistically significant. 
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A Pilot Study on 





RHEUMATIC FEVER PREVENTION 


JEROME D. SHAFFER, M.D., and T. R. PFUNDT, M.D. 


This is a report of a pilot study made un- 
der the auspices of the Oklahoma State 
Heart Association with the objectives of: 
1. To devise a workable and economically 
sound method for throat cultures to diag- 
nose all group A beta hemolytic streptococ- 
cal infections that might otherwise be 
missed. 2. To have those throat cultures in- 
terpreted by a competent bacteriologist in 
the shortest feasible time. 3. To have the 
reports of these positive throat cultures made 
available to the participating physicians 
within 24-36 hours so that arrangements 
can be made for adequate therapy against 
streptococcal infection. 4. To attempt to 
follow up on all positive throat cultures to 
see that the patients have received adequate 
treatment and have been rechecked three to 
four weeks after therapy to see if any case 
of rheumatic fever, nephritis or other comp- 
lications has developed in those treated. 


The theory of relationship of beta hemo- 
lytic streptococci to the development of rheu- 
matic fever is an accepted medical concept. 
Frequent studies show that even the most 
competent physician will miss 20-40% of 
streptococcal infections unless bacteriologic 
studies are routinely used on all suspicious 
throat infections. The younger the child, the 
higher the percentage of diagnostic error 
without routine cultures because of the lack 
of classical symptomatology. These children 
with streptococcal infections will respond 
symptomatically to routine penicillin ther- 
apy, but will not be protected against the 
development of rheumatic fever because 
therapeutic blood levels will not have been 
maintained for the 10 days required for pro- 
tection. In the past, no attempts have been 
made to make feasible and simple a method 
by which the first attacks could be elimi- 
nated by insuring adequate therapy to stamp 
out rheumatic fever through the private 
practitioner who first sees the infected 
throat. The financial cost of hospitalization, 
diagnosis and treatment of a single case of 
rheumatic fever can run into thousands of 
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dollars over the course of years and the cost 
of a program to eradicate rheumatic fever 
must be considered in this relationship, even 
discounting the human relationships in- 
volved. 


Procedure 


1. Selected interested peditricians partici- 
pated in this pilot study using their own 
private patients. 2. Sterile swabs, petri 
dishes with media, mailing boxes with seal- 
ing tape and labels were supplied. 3. Sus- 
picious non-diagnostic throats were cultured 
by the physicians who streaked the media, 
inserted the petri dishes in the mailing 
boxes and sealed them. Appropriate labels 
were attached and the boxes containing 
throat cultures were mailed out that day. 
4. On receipt of the culture at the bacterio- 
logic laboratory, cultures were examined and 
smears made if necessary for diagnosis. 5. 
All cultures were tabulated and itemized. 6. 
When positive cultures were found the par- 
ticipating pediatricians were notified by 
phone the same day the culture was read. 
7. Participating pediatricians kept adequate 
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records on all children on whom cultures 
were taken and on receiving a positive re- 
port, those children were treated for a min- 
imum of 10 days with penicillin to insure 
adequate protective blood levels during that 
period of time. Records were kept on comp- 
lications, if any, and results of treatment. 


The table of results listed a total of 427 
throat cultures done and of the suspicious 
non-diagnostic throats which were cultured 
21.4% were positive for beta hemolytic 
streptococci. Some of (11.6) of the cul- 
tures were lost because of being turned up- 
side down during the process of mailing. A 
few (.6°~) of the cultures were molded over 
and could not be read. Improper labeling 
accounted for a 1% loss. Some (.4%) of 
the cultures were contaminated. All patients 
with positive throat cultures were treated 
with penicillin to maintain a blood level for 
a minimum of 10 days. In the treated group 
of patients there were no bacterial or non- 
bacterial complications recorded by the par- 
ticipating pediatricians and a minimum of 
four to nine months has elapsed since the 
cultures were taken and no missed compli- 
cations have yet come to light. The unit cost 
per culture exclusive of the mailing cost to 
the pediatrician breaks down to $1.03 per 
unit. 


427 THROAT CULTURES PERCENTAGES 


Beta Hemolytic Streptococcus 21.4% 


Upside Down Lost 11.6% 
Upside Down Saved 1.4% 
Molded Over 6% 
Lost or No Number 1 % 
Contaminated 4% 


Comments on Procedures and Results 


Certain inherent difficulties in this pilot 
study became evident during its course. The 
study was started in the middle of the win- 
ter before the holidays and there were defi- 
nite delays in delivery of cultures during 
the rush periods of mailing. Approximately 
10% of the cultures were manhandled 
enough to loosen the cultured material and 
upset it so that they were bacteriologically 
valueless. We found that during the cold 
seasons, we got fewer positive throat cul- 
tures than when the weather became warm- 


December 1957—Volume 50, Number 12 


er, although clinically we would have ex- 
pected that the number of positive cultures 
would have been as great or greater during 
the cold weather. In fact, several duplicate 
cultures were run during this period of time 
in which streptococci was found in those not 
mailed so that there is a definite disadvan- 
tage to this procedure being used during cold 
weather. We were also plagued by a ten- 
dency to contamination and overgrowth of 
our plates during this period of time. This 
of course raises the problem of our having 
missed some positive cultures in children 
who might then not have been adequately 
treated; however, at this time we have no 
report of any of the children with negative 
throat cultures developing any complica- 
tions attributable to streptococcal infections. 
This may or may not be because the phy- 
sicians themselves prescribed adequate treat- 
ment without the positive throat cultures. 
The significant result in our limited num- 
ber of cases is the absence of any bacterial 
or non-bacterial complication in those chil- 
dren who did get a minimum of ten days of 
adequate penicillin therapy after their posi- 
tive culture. Of great value to the partici- 
pating pediatricians was the rapidity of the 
report allowing the maintenance of contact 
with the patient during the immediacy of 
the treatment for the acute illness and be- 
cause the report was available so early to 
make sure that adequate antibiotic therapy 
was maintained for the ten day period. With- 
out this positive report, therapy would not 
have been maintained. If the report was 
delayed, there would have been patient re- 
sistance to bringing in an apparently well 
child for further treatment. The availability 
of the cheap culture makes it economically 
worth while for the practicing physician to 
avail himself of this service, however, the 
difficulties inherent in the mailing (delays 
and temperature variance) prevent this from 
being the perfect method for mass strepto- 
coccal throat cultures. Under the auspices 
of the Oklahoma State Heart Association 
which has available volunteers, a runner 
pick up system might be devised for the 
larger communities to obviate the difficul- 
ties associated with weather, mailing and 
excessive handling. By calling the day a 
culture is taken, a runner could cover all 
doctors to pick up the cultures. This would 
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necessitate the availability to all physicians 
desiring to participate of a small incubator 
or other satisfactory means of keeping the 
cultures at 37° to facilitate bacterial growth 
to expedite the report. 


Summary 


A pilot study was devised to determine 
whether or not mailing of throat cultures to 
a central laboratory could result in speedy 
efficient diagnostic reports of these cultures. 
Clinically non-diagnostic throats were cul- 
tured and approximately 20% were report- 
ed to have beta hemolytic streptococci grow- 
ing and these patients were adequately 
treated with penicillin for a ten day period. 





In this treated group of patients with posi- 
tive throat cultures there were no bacterio- 
logic or non-bacteriologic complications even 
though this mailing technique is not the 
answer for mass culturing of throats on the 
private basis. All participating pediatricians 
have made arrangements to continue the 
routine throat cultures on a private basis 
because they were able to pick up 20% of 
their cases that had beta hemolytic strepto- 
coccal infections which otherwise would 
have been missed and inadequately treated. 

Pilot study supported by funds supplied by Okla- 
homa State Heart Association and authors are indebt- 
ed for the assistance of Drs. Harold Buchner, Louis 
Frank, George Lythcott and Sam Sepkowitz for their 
participation in the study. 


Oklahoma POISON INFORMATION CENTER 


The Oklahoma Poison Information Cen- 
ter began to function officially on April 16, 
1956, under the sponsorship of the Okla- 
homa State Medical Association, the Okla- 
homa State Department of Health, and the 
University of Oklahoma Medical Center. 


The General Supervisory Committee con- 
sists of the following representatives of or- 
ganizations. 


Oklahoma State Medical Association 
H. V. L. Sapper, M.D., Chairman 
Walter E. Sethney, M.D. 

Wm. T. Snoddy, M.D. 
Paul Champlin, M.D. 
Kieffer Davis, M.D. 

Frank H. Austin, M.D. 


Oklahoma State Department of Health 
J. W. Shackelford, M.D. 


Oklahoma State Hospital Association 
Cleveland Rodgers 


Oklahoma State Nurse’s Association 
Nan H. Green, R.N. 


Oklahoma State Pharmaceutical Association 
Jerry B. Sheen 


Oklahoma State Osteopathic Association 
Eugene Ross, D.O. 
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EDITOR’S NOTE 


The following report of the Oklahoma Poison 
Information Center, University of Oklahoma 
Medical Center, Oklahoma City, Oklahoma, is 
from April 16, 1956 through June 30, 1957. 


Physicians desiring to contact the Poison In- 
formation Center should call RE 6-1511. 


Oklahoma State Crime Bureau 
Ray Page 


University of Oklahoma Medical Center 
H. A. Shoemaker, Ph.D. 
T. R. Pfundt, M.D. 


Funds for operation of the Center are 
provided by the Children’s Bureau of the 
U. S. Department of Health, Education, and 
Welfare, through the Oklahoma State De- 
partment of Health. Office space and utili- 
ties are provided by the University of Okla- 
homa Medical Center. Air conditioning has 
been installed in the offices through the co- 
operation of the Department of Pharmacol- 
ogy and the Medical Center. 


The Oklahoma Society for Crippled Chil- 
dren has provided funds to assist in defray- 
ing expenses of telephone calls by physicians 
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taking care of indigent patients and other 
expenses in connection with programs to 
promote safety education. 


The Director attended two meetings in 
connection with plans to organize a Nation- 
al Clearing House for Poison Information: 
One in Atlantic City, N. J., and one in New 
York City. Another meeting is scheduled 
for October 7, 1957, in Chicago, Illinois, 
during the annual meeting of the American 
Academy of Pediatrics. At this meeting 
there will be reports of two committees: The 
Committee which was to explore and draw 
up rules and regulations for a voluntary as- 
sociation of Poison Control Center Direct- 
ors; and the committee to develop uniform 
procedures and liaison arrangements with 
the National Clearing House. 


A total of 3,934 letters have been mailed 
to manufacturers and distributors of pro- 
ducts which might be potentially harmful 
if inhaled or ingested. Approximately 600 
replies have been received to date. 


An indexed file of approximately 6,000 
cards, giving composition of preparations 
has been prepared. When completed, each 
card will have on it the symptoms that can 
be expected from that particular prepara- 
tion and suggested treatment. In addition, 
the reference material available in the of- 
fices of the Center will permit the giving of 
information of approximately 25,000 differ- 
ent preparations. 


CLASSIFICATION OF ITEMS ABOUT WHICH CALLS 
WERE RECEIVED 


April 16, 1956, through June 30, 1957 
ANTIFREEZE 2 2 
COSMETICS 


Deodorants 3 

Hair Curling Preparations 2 

Hair Dyes & Tints 5 

Nail Polish and Removers 3 

Shampoos 1 

Other 19 
TOTAL 33 


EXTERNAL MEDICINE 


Alcohols 3 
Antiseptics 6 
Liniments 2 
Other 16 


TOTAL 
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FOOD POISONING 
GASES & VAPORS 


HOUSEHOLD PREPARATIONS 


Bleach 

Cleaning Fluid 

Detergents 

Disinfectants 

Furniture and Floor Polish 
Metal Cleaners 


Toilet Bowl and Drain Cleaners 


Acid 
Lye 
Other 
TOTAL 


INTERNAL MEDICINE 


Antihistamines 
Aspirin and Salicylates 
Cathartics 
Cough Medicine 
Soporifics 
Stimularts 
Tranquilizers 
Other 
TOTAL 


METALS 


Copper 
Iron 
Lead 
Other 
TOTAL 


OTHER 


PAINT AND VARNISH PRODUCTS 


Paint 


Paint and Varnish Removers 


Paint Thinner 
Turpentine 
TOTAL 


PESTICIDES 


Fungicides 
Insect Repellants 
Insecticides 
Rodenticides 
Other 
TOTAL 


PETROLEUM PRODUCTS 


Gasoline 
Kerosene 
Naptha 
Other 
TOTAL 


PLANTS, FRUITS, AND SEEDS 


UNKNOWN 


GRAND TOTAL 
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SUBSTANCES ABOUT WAICH CALLS,OR REPORTS HAVE BEEN RECEIVED 


Abano Bath Oil 

Acetylsalicylic acid 

Air-Wick 

Alcohol 

Altepose 

Aluminum salts 

Amphetamine 

Anacin Tablets 

Anahist 

Arsenate of Lead 

Arsenic Trioxide 

L 10 Arsenical Defoliation 

555 Liquid Rat & Ant Poison 
(Arsenic) 

Avon Astringent 

Avon Cologne 

Avon Deodorant 

Avon Smoker’s Toothpaste 

Baby Aspirin 

Barbiturate (Tuinal) 

Barbolite 

Belladonna & Alum Suppositories 

Benzedrine 

Benzene Hexachloride 

Benzene Hexachloride 

Berlou Moth Spray 

Bird of Paradise Seeds 

Black Flag Disinfectant 

Black Flag Insect Spray 

Black Nightshade 

Bleach (Sodium Hypochlorite) 

Bluing 

Boric Acid 

Boxer’s Liquid Plastic Cement 

Bromides c Scopolamine 

Bruce’s Cleaning Wax 

Bruce’s Floor Wax 

Bubble bath capsule 

Bubble light fluid 

CDX-75-25 (GE) 

Calamine Lotion 

Calgonite 

Camolient Lotion 

Campho-phenique 

Camphor 

Camphorated Oil 

Carbona Soapless Rug Cleaner 

Carbona Cleaning Fluid 

Carbon Monoxide 

Carbon Tetrachloride 

Carbon Tetrachloride, Ethylene Di- 
chloride, Ethylene Dibromide 

Caroid & Bile Salts 

Carter's Little Liver Pills 

Charcofyre 

Chicken Feed 

Chlordane Spray 

Chlorine Gas 

“Chlorine’’ DDT Insecticide 

Chlorine Neutralizer 

Chromium Metal Cleaner 


Insecticide 
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Cigarettes 

Clorox 

Codeine in Histadyl E. C. Syrup 

Colored Chalk (pink) 

Colgate’s Toothpaste 

Colored X-Mas Candle 

Comet Cleanser 

Console Cough Syrup 

Copper Sulfate 

Coricidin 

Corn Whiskey 

Cowley’s Rat & Mouse Poison 

Crepe paper 

D-Con 

DDT 

Deodorant Cologne 

Detergent 

Dexedrine 

Diamox 

Diaperene Lotion 

Dieldrin Insecticide Spray 

Dilantin Sodium 

Dinitrotoluene 

Diphtheria & Tetanus Toxoids 

Doriden 

Dormison & Triiodinine 

Drano 

Dyanshine Shoe Polish 

Easy-off Oven Cleaner 

Echols Kingstex (Thallium) 

Elephant Ear 

Elixir Phenobarbital 

Emulsion of Benzyl Benzoate & 
Lindane 

Embossit Ink 

Energine 

Ephedrine 

Equanil 

Ethyl Hexanediol 

Ex-Lax 

Ferrous Sulfate 

Fly Bait (Parathion) 

Fluid from Household Thermometer 

Food Coloring ‘Propylene Glycol) 

Food Poisoning 

Frenquel 

Frenquel and Sparine 

Fuller’s Floor Polish 

Fuller’s Furniture Polish 

Furniture Polish 

Gasoline 

Germozene 

Gleem Liquid Wax 

Golden Wax Dry Cleaner 

Granules Ant Poison (Chlordane) 

Green Lizard Lotion 

Hand Lotion (Hexachlorophene) 

Hand’s Teething Lotion ‘Bromide 
& Alcohol) 

Helena Rubinstein Cleansing Lotion 

Histadyl Syrup 


Household Ammonia 
Hydrofluoric Acid 
Inflammable Glue 


Ink 
Insecticide (Lead Arsenate) 
Insecticide (Pyrenthrins, Terpene, 


Polychlorinates, Piperonyl Butox- 
ide) 

6-12 Insect Repellant 

6-12 Insect Repellant Stick 

Isopropyl Alcohol 

Jewel Tea Company Spray Deodo- 
rant 

Jimson Weed Seeds 

Johnson’s Kitchen Wax 

Johnson’s Pride Furniture 

Joy 

Kerosene 

Larvex Moth Proof 

Laundry Cleaning Fluid 

Lighter Fluid 

Liquid Rat Poison 

Lye 

Lysol 

Marezine 

Marshall’s Photo Oil Colors 

Mennen’s Skin Magic 

Meratran 

Mercuric Chloride 

Mercury 

Methyl Blue 

Methyl Ethyl Ketone Peroxide 

Mi-Cebrin Multivitamin 

Mimosa Seeds 

Moth Ball 

Mrs. Stewart’s Liquid Bluing 

Mum 

Mushroom 

Nail Polish Remover 

Naptha 

Natural Gas 

N, Butyl Chloride 

Nestle Baby Hair Treatment 

Nestle Cold Wave for Children 

Nestle’s Color Rinse 

Nestle’s Hair Remover 

“‘No Bugs My Lady” Shelf Paper 
(Lindane) 

No-Doz Tablets 

Noreen Hair Color 

O’Cedar Furniture Polish 

Oil of Cedar 

Old English Furniture Polish 

Old English Scratch Remover 

Old Southern Paint Remover 

Opthalmic Ointment (Yellow Oxide 
of Mercury) 

Otodyne 

Paco Varnish Remover 

Paint (Yellow) 

Parathion 


Polish 


(Acetone) 
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Paregoric 

Paste Rat Poison 

Pathilon with Phenobarbital 
Pentachlorophenol 
Perchloroenthylene 

Pepto Bismol 

Phenergan 

Phenobarbital 

Phenobarbital & Belladonna 
Phenobarbital & Dilatin 
Phenurone 

Pine Oil 

Pine Sol 

Pipe Cleaner 

Plastic Bullet 

Poison Ivy 

Poke Berries 

Pond’s Hand Lotion 
Potassium Iodide 


Potassium Permanganate Tablets 


Purex 
Pyridium 


Raid House & Garden Bug Killer 


Rat Killer (Warfarin) 


Raudixin (Hypotansive Agent) 


Real Kill Bug Killer 
Red Water Color Paint 
Renuzit (Cleaning Fluid) 
Reserpine 

Resinol 

Revlon’s Cuticle Remover 
Revlon’s Nail Polish 





Rhinitis Tablets 

Rit Red 

Roach Cone 

5-5-5 (Roach Poison, Chlordane) 

Roux Hair Dye 

Rubbing Alcohol 

Rough on Rats (Arsenic & Barium 
Carbonate) 

Roger’s Pipe Braicer 

Samae Copper Cleaner 

Sani Flush 

Sargent Worm Capsules 

Screw Worm Remedy 

Seconal 

Selsun 

Serpasil 

Silver Cleaner 

Skrip Ink 

Sodium Chlorate 

Sodium Cyanide 

Sodium Dimethyl Dithiocarbamate 

Sodium Fluoride 

Sominex Tablets 

Spic and Span 

Stanley Furniture Creme 

Strepeeze Paint Remover 

Strychnine 

Succinyl Choline Chloride 

Super-Tex (Toluene) 

Superanahist tablets 

Surfadyl 


Sweeney's Poison Wheat 

Tablets Phenobarbital & Belladonna 

Tandrotine 

Tat Ant Trap 

Teak Cough Syrup 

Tetrachlorethylene 

Thiominol 

Thorazine 

Thum 

Thyroid 

Tide (Detergent) 

Tire Dressing 

Toxaphene 

Turpentine 

Turtox Plastic ‘Methyl Methacyate) 

Tyzine Nose Drops 

Tyzine Pediatric Solution 

Un X ld Insect Repellent 

Vaginal Suppository (‘Phenylmer- 
curic Acetate) 

Vaporette 

Varnish 

Warfarin 

Washing Soda ‘Sodium Carbonate) 

Watkin’s Cold tablets 

Watkin’s Liniment ‘Camphor) 

No. 135 Western Targets 

Windex 

White Shinola Shoe Polish 

Wizard Pink Wick Deodorizer 

Zerex Antifreeze 


Zinc Fumes 











TELEPHONE CALLS 


April 16, 1956 through June 30, 1957 


Request for April, 1956 
Adult Child Animal — a Totals May 
April 3 2 5 June 
May 7 7 July 
June 3 7 10 August 
July 13 19 1 33 September 
August 9 18 27 October 
September 2 17 1 November 
October 5 19 24 December 
November 5 18 1 24 March, 1957 
December 12 25 2 39 June 
January 6 19 25 ae 
February 5 18 23 TOTAL 
March l 17 4 22 
April 4 21 1 2% GRAND TOTALS 
May 7 2 30 Less Duplicates 
June 3 23 1 27 
TOTAL 
TOTAL 78 253 6 5 342 


REPORTS BY MAIL 


Adult Chiid 
Letter with report card not sent 
to physicians until June 28, 1956 


2 5 
11 16 
3 7 
6 26 
3 17 
0 4 
0 4 
0 3 
0 l 
2 83 
TOTAL 108 
103 336 
4 7 
ee) 329 
TOTAL 428 
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ACTIVITIES OF OKLAHOMA POISON 
INFORMATION CENTER 


EXHIBIT OF ACCIDENTAL POISONING 
May 6-10, 1956 


Oklahoma State Medical Association 
Oklahoma City, Oklahoma 


August 6-9, 1956 


Farm-Home Health Conference 
Oklahoma State University 
Stillwater, Oklahoma 


October 4-5, 1956 


Oklahoma State Nurses’ Association 
Oklahoma City, Oklahoma 


November 7-10, 1956 


Oklahoma State Osteopathic Association 
Oklahoma City, Oklahoma 


THE OKLAHOMA POISON INFORMATION CEN- 
TER AND PREVENTION OF ACCIDENTAL POIS- 
ONING 
May 15, 1956 

El Reno Lion's Club 
November 26, 1957 
Wellston Lion’s Club 
January 10, 1957 
Pawnee Lion’s Club 
January 24, 1957 
Wellston Civil Defense Group 
February 1, 1957 
Farm Women’s Club 
Meridian, Oklahoma 
February 10, 1957 
Oklahoma Academy of Pediatrics 
Tulsa, Oklahoma 
February 15, 1957 
Culbertson P.T.A. 
Oklahoma City, Oklahoma 
February 22, 1957 
Deaconess Hospital Staff Meeting 
Oklahoma City 
June 12, 1957 
Kiwanis Club 
Britton, Oklahoma 


ACCIDENTAL POISONING 


July 20, 1956 


Farm Home Health Conference 
Langston University 
Langston, Oklahoma 
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POISONS I HAVE MET 


February 29, 1956 
Postgraduate Pediatric Conference 
University of Oklahoma School of Medicine 
Oklahoma City, Oklahoma 


TOXICOLOGY 


August 16, 1956 

Tinker Field Hospital Staff Meeting 
October 11, 1956 

University of Oklahoma 

Norman, Oklahoma 


GENERAL ASPECTS OF POISONS 


May 16, 1956 
Southwestern Homicide Seminar 
University of Oklahoma School of Medicine 
Oklahoma City, Oklahoma 


POISONS FROM THE STANDPOINT OF NURSES 


March 7, 1957 
In Service Class for Nurses 
University Hospitals 

March 19, 1957 
Practical Nurses of Logan County 
Benedictine Heights Hospital 
Guthrie, Oklahoma 


POISONOUS PLANTS 


March 21, 1957 
Sorosis Club Garden Flower Group 
Oklahoma City 

TOXICOLOGY OF INSECTICIDES 

March 12, 1957 

Western Division of Oklahoma Pesticide Associa- 
tion 

Oklahoma City, Oklahoma 


POISON CONTROL IN PEST CONTROL INDUSTRY 


January 22, 1957 

Seventh Annual Pest Control Operators’ Conference 
Oklahoma State University 
Stillwater, Oklahoma 


THE POISON INFORMATION CENTER AS AN AID 
TO THE PRACTICING PHYSICIAN 


March 7, 1956 
Oklahoma State Medical Association 
Oklahoma City, Oklahoma 


TV AND RADIO PROGRAMS 


May 13, 1956—KOTV—Tulsa, Oklahoma 

December 27, 1956—ACCIDENTS IN CHILDHOOD 
22 radio stations in Oklahoma 

March 31, 1957—“*THE OPEN WINDOW” 
WKY-TV—Oklahoma City, Oklahoma 

June 30, 1957—‘‘Bruce Palmer Reports” 
KWTV—Oklahoma City, Oklahoma 

Several items on TV and Radio newscasts 

Several items dealing with the activities of the 
Center in newspapers of the State. 
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REFERENCES AVAILABLE FROM 
OKLAHOMA POISON INFORMATION 
American Academy of Pediatrics: Accidental Poison- 

ing in Childhood 
American Conference of Governmental Industrial 
Hygienists: Trade Names Index 
A. P. I. Reviews 
Bailey, L. H.: The Standard Cyclopedia of Horticul- 
ture 
Bensley Joron: Acute Poisoning 
Chemical Hazards Information Series 
DeOng: The Chemistry and Uses of Insecticides 
DeSanctis, A. G. and Varga, C.: Handbook of Poison- 
ing 
Dreisbach, Robert H.: Handbook of Poisoning 
Drill, Victory A.: Pharmacology in Medicine 
Feinberg, Malkel and Feinberg: The Antihistamines 
Flint, Thos.: Emergency Treatment and Management 
Frear, D. E. H.: Chemistry of Insecticides, Fungicides 
and Herbicides 
Frear, D. E. H.: Pesticide Handbook 
Gleason, Gosselin and Hodge: Clinical Toxicology of 
Commercial Products 
Gonzales, Vance, Helpern and Umberger: 
Medicine, Pathology and Toxicology 
Goodman and Gilman: The Pharmacological Basis of 
Therapeutics 
Gradwohl: Legal Medicine 
Kaye, Sidney: Handbook of Emergency Toxicology 
Modern Chemical Specialties 


Legal 


Levitt: Oil, Fat and Soap 

Lucas: The Symptoms and Treatment of Acute Poi 
soning 

Mac Bryde: Signs and Symptoms 

Marler, E. E. J.: Pharmacological and Chemical Syn 
onyms 

Metcalf: Organic Insecticides 

Modern Drug Encyclopedia and Therapeutic Index 


Muenscher, W. C.: Poisonous Plants of the United 


States 

Physicians’ Desk Reference to Pharmaceutical Spe- 
cialties and Biologicals, 1957 

Ramsbottom: Mushrooms and Toadstools 

Reference Handbook of the Medical Sciences, 8 vols 

Salter: Textbook of Pharmacology 

Sax, N. I.: Handbook of Dangerous Materials 

Shell Chemical Corporation: Handbook of Aldrin, 
Dieldrin and Endrin Formulations 

Sollmann: A Manual of Pharmacology 

Spector: Handbook of Toxicology 

Thienes and Haley: Clinical Toxicology 

Thomas: Field Book of Common Mushrooms 

Veterinary Drug Encyclopedia and Therapeutic Index 

VonOettingen, W. F.: Poisoning 

Walton: Marihuana—America’s New Drug Problem 

Zimmerman and Lavine: Handbook of Material Trade 
Names 

Zimmerman and Lavine: Supplement to Handbook of 
Material Trade Names 


HOUSEHOLD PREPARATIONS 
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CHEMOTHERAPY PLUS FLORA CONTROL 


Destroys Vaginal Parasites 


Protects Vaginal Mucosa 


Vagina! discharge is one of the most com- 
mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Déderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favors re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 

This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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PRESIDENT’S LETTER 





Another December has arrived. With it comes the celebration of 
Christ’s birthday. I know of no profession, unless it be the clergy, which 
is so constantly aware of the everlasting influences that this Man’s 


life has upon our patients’ daily existence. 


We physicians see him reincarnated in every new born babe; we 
see his influence in the devotion of parents for their children; we see 
the stricken mother exhibit strength and fortitude far beyond her physi- 
cal being; we see that totally damaged heart beat on and on, and we 
know it beats only because of a determination that will not give up; 
we see that pain racked patient smile with an expression of understand- 
ing that is not of this world; we see that hopeless injured person come 
out of a coma and be restored to an active life; we see the peace of mind 
and the tranquility of spirit that is manifested in those that have con- 
secrated themselves to the service of others; and lastly we see those 
departures from this life that are constantly reminding us of the beauty 
and solace of their actions, as they calmly pick up their robes and walk 
away not as a “chastened galley slave,” but with an assurance that 


could only be divine. 


So this December may we as physicians be more mindful of our 
obligations and endeavor to carry on in our profession as servants and 


not unmindful of a power greater than ourselves. 


Slack ta M.D. 
President 
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U.S .Agencies Warn of 
Misleading Claims for Flu Drugs 


Two U.S. agencies, the Federal Trade 
Commission and the Food and Drug Admin- 
istration, jointly warn drug manufacturers 
against using “false or misleading claims 
that their drug products are effective in 
preventing or treating Asian influenza.” 
The FDA statement said that inoculation 
“is the only reliable means of preventing 
influenza,” and that diagnosis and treat- 
ment of more serious complications “are 
matters requiring the attention of a phy- 
sician.” 


In its weekly report on flu statistics, Pub- 
lic Health Service says there has been no 
marked change from the previous week. 
While more schools are being infected, some 
declines in flu absences are noted. There 
have been continued increases in industrial 
absences, but in most cases the increases 
have not been large. Deaths from all causes 
in large cities rose 6% and from influenza 
and pneumonia 28%, but New York City 
appears to have reached its peak, although 
deaths still exceed those of last year. Since 
September 1, there have been 6,438 more 
deaths from all causes in 114 cities than in 
the same period last year, with influenza 
and pneumonia deaths exceeding last year’s 
total for the two months by 1,187. Estimat- 
ed death rate from influenza and pneumonia 
in the cities is more than two and one-half 
times that for the same week last year. 


Statement by the Food and Drug Admin- 
istration: “The Food and Drug Administra- 
tion will take prompt action against any 
false and misleading claims by medicine 
manufacturers that products of limited ben- 
efit can effectively prevent or cure Asian 
flu or its complications. Such claims are 
contrary to the federal law and the public 
interest ... years of extensive research ... 
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have shown inoculation with vaccine is the 
only reliable means of preventing influenza. 
The diagnosis of Asian flu and particularly 
the treatment of more serious complications 
are matters requiring the attention of a 
physician. Some drug preparations will re- 
lieve some of the discomforts of influenza, 
and these have a proper place in treating the 
patient. But aside from the vaccine there 
are no drugs available to prevent this dis- 
ease. The public should be on guard against 
unwarranted claims for Asian flu medicines 
and should seek the advice of a physician 
for proper and safe means of prevention 
and treatment of the disease... ” 


Statement by Federal Trade Commission: 
“It is the duty of the Commission to stop 
false and misleading advertising . . . The 
Commission will proceed against any person 
or corporation who attempts to associate 
his product with a disease it cannot pre- 
vent, alleviate, nor cure . . . The Commis- 
sion is actively checking all media of adver- 
tising and will move promptly to eliminate 
any claims that are false or misleading. It 
will be guided by the best medical opinion 
available.” 





SOCIAL SECURITY SAYS: “A wife 
or widow under 62 or the divorced 
wife of an insured person may receive 
payments only while she has in her 
care a child (under 18 years of age) 
who is entitled to monthly payments.” 


In Other Words: Many widows who 
married in their 20’s and lost their hus- 
bands in their 40’s, would not receive 
any survivors’ benefits until they 
reached age 62 because their children 
would be 18 or older. 


—Prepared by the A.M.A. 
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Advisory Committee on Biology and 
Medicine Justifies Weapons Tests 


A six-man Advisory Committee on Biol- 
ogy and Medicine has informed the Atomic 
Energy Commission that necessary tests of 
thermonuclear weapons are justified des- 
pite radiation hazards. The group thus sides 
with the AEC in a debate that has been the 
subject of lengthy congressional hearings 
and is expected to continue in the next ses- 
sion. Comments the group: “ if we 
wish to maintain a first class military or- 
ganization for the safety of the country, we 
must at least keep abreast of new weapons 
development ... ” 


The committee concedes, however, that 
tests must be kept within reasonable bounds, 
particuarly when more nations decide to 
conduct their own tests. “In time the situa- 
tion may well become serious . . . The ques- 
tion arises in the minds of many thoughtful 
persons whether the number and power of 
bombs exploded in tests are being kept at 
the minimum consistent with scientific and 
military requirements.” 


The committee made some estimate of 
maximum damage to be expected from the 
annual detonation of atomic explosives equal 
to the average of all tests held in the last 
five years. They include: Leukemia, an in- 
crease of 160 deaths and possibly another 
36 deaths over current rate of 11,400; birth 
of handicapped children, an increase of from 
160 to 800 above the present rate of 80,000 
a year in the U.S.; shortening of life, a few 
days at the worst; bone cancer, possibly no 
effects at all in a lifetime. 


EK. H. SHULLER, M.D., McAlester was re- 
cently appointed to the Board of Trustees of 
the College of the Ozarks, Clarkeville, Ar- 
kansas. Doctor Shuller came to Oklahoma 
from Arkansas and has practiced in Mc- 
Alester since 1931. 


CHARLES ED WHITE, M.D., recently moved 
from Muskogee to Sulphur where he will be 
Supervisor of the Medical Department of the 
Veterans Administration Hospital. 
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A.M.A. Plans Industrial Health 
Congress in Milwaukee 


Maintaining high standards of health in 
industry will be a principal topic of consid- 
eration at the 18th annual Congress on In- 
dustrial Health to be held January 27-29 at 
the Schroeder Hotel in Milwaukee. Phy- 
sicians, nurses, industrial hygienists, engi- 
neers and others interested in the field will 
attend the meeting sponsored by the 
A.M.A.’s Council on Industrial Health. 


Recent developments in industrial health 
programs and various aspects of immuniza- 
tion programs in industry will be among 
the subjects covered by panelists at a special 
session co-sponsored by chairmen of state 
medical society committees on industrial 
health. Other features include three tech- 
nical sessions on—(1) general aspects of 
disability evaluation; (2) industrial derma- 
titis, causes and evaluation of disability; 
(3) low back pain, cause, treatment, evalu- 
ation of disability, rehabilitation. 


A.M.A. Plans Two “Nomenclature” 
Institutes in 1958 


So popular have the Nomenclature Insti- 
tutes been that the American Medical As- 
sociation again plans to sponsor two more 
of these short courses during 1958. The 
first will be conducted March 31 to April 2 
at Tulsa, Oklahoma. The second will be held 
in July in Boston. These three-day meetings 
are planned by the A.M.A. as a special serv- 
ice to medical record librarians and others 
working with the Standard Nomenclature 
of Diseases and Operations in the hospital, 
clinic or doctor’s office. Lectures are to be 
given by Edward T. Thompson, M.D., No- 
menclature Editor, and chief, intermural re- 
search activities, division of hospital facili- 
ties, USPHS, Washington. D.C., and Ada- 
line C. Hayden, C.R.L., Nomenclature As- 
sociate Editor. Queries should be sent to 
the A.M.A. 
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‘Medical Society Opposes 
Rise in Blue Cross Rates’ 


The heading on a story, “Medical Society 
Opposes Rise in Blue Cross Rates,” which 
appeared in the Philadelphia Evening Bul- 
letin recently, set off a publicity chain re- 
action that has already reached New: York. 
The Times there carried a story October 23 
which was headlined: “City Opens Fight 
On Blue Cross Bid.” 


The Philadelphia story said in part: 

The Philadelphia County Medical Society 
today ‘October 14) joined the CIO Industrial 
Union Council in opposing any rise in Blue 
Cross rates. 

The increases, first made public yesterday 
(October 13), would raise the cost of Blue 
Cross hospitalization coverage from 42 to 71 
per cent in various categories. 


In the same story, Samuel B. Hadden, 
M.D., president of the Philadelphia County 
Society, was quoted as saying: 

“Any increase will price Blue Cross beyond 
the ability of the individuals who need it 
most. We feel that the principal reason why 
Blue Cross is in its present difficulties is that 
it is trying to give complete and total health 
coverage, which is not the function of Blue 
Cross.” 

In an accompanying editorial in the same 
newspaper, Doctor Hadden was quoted as say- 
ing that Blue Cross has become “almost like 
a blank check for the hospitals.”’ 


The closing paragraph of the editorial 
said: 

Though this is only one phase of the infla- 
tion problem, it affects more than 50,000,000 
Americans, including about two-thirds of the 
families in Philadelphia. Other increases in 
living costs have come by degrees. It is the 
misfortune of Blue Cross that it is compelled 
to ask such a formidable increase at a time 
when the average subscriber feels that he 
can stand no more. 


The Pennsylvania State Insurance Com- 
mission has scheduled hearings on the rate 
increase for this month. 


The New York State Insurance Depart- 
ment has also set hearings for November 
18. Said the New York Times: 

City Comptroller Lawrence E. Gerosa open- 

ed a fight yesterday, October 22, on the 40 

per cent premium increase sought by the Blue 

Cross insurance plan for paying part of hos- 

pital bills. 
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National Institutes of Health 
Allocates Medical Research Grants 


National Institutes of Health has allo- 
cated $46 million in research grants, or 46% 
of the $99 million appropriated for the fiscal 
year ending next June 30. A total of 478 
non-federal institutions share in the 3,325 
grants, with more than two-thirds of the 
money going as continuation grants or sup- 
plements and the remained for new projects. 


Totals by institutes: Cancer, 384 grants 
for $5.9 million; heart, 642 grants for $9.6 
million; allergy and infectious diseases, 620 
grants for $7.6 million; arthritis and me- 
tabolic diseases, 579 grants for $7.1 million; 
dental, 105 grants for $968,000; mental 
health, 189 grants for $3.9 million; neuro- 
logical diseases and blindness, 357 grants 
for $4.7 million; general, 449 grants for 
$5.9 million. 


A.A.G.P. To Hold 
Tenth Annual Meeting 


The Tenth Annual Meeting of the Ameri- 
can Academy of General Practice will be 
held in Tulsa, Oklahoma, February 3-4, 
1958. 


Ear] Lusk, M.D., Tulsa, is Program Chair- 
man and Marshal Hart, M.D., Tulsa is Pub- 
licity Chairman for the meeting which has 
been planned to be of interest to both doc- 
tors and their wives. 


The guest speakers will include: Richard 
H. Shepard, M.D., Assistant Professor of 
Medicine, Johns Hopkins Hospital; Paul 
Laybourne, M.D., Child Psychiatrist, Kan- 
sas City; Benjamin H. Robins, M.D., Anes- 
thesiologist, Vanderbilt University; A. C. 
Curtis, M.D., Dermatologist, Ann Arbor, 
Michigan; Michael DeBakey, M.D., Cardio- 
vascular Surgeon, Houston. 


The Times said that Mayor Wagner want- 
ed the increase proposal studied since the 
boost would effect a large number of city 
employees. In this respect the mayor’s of- 
fice estimated that the increase would cost 
the city $1,000,000 a year. 
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HILLCREST MEDICAL CENTER 
1653 East 12th St., Tulse, Okla. 


Lectures in Basic Science Given by Faculty Mem- 
bers of the University of Oklahoma School of Medicine. 


Dec. 10—Autonomics: Structure and Function, G. H. 
Daron, Lecturer. 

Dec. 17—Central Autonomic Function as related to 
common medical diseases, C. G. Gunn, Lecturer. 

Jan. 14—Sympathetic and Parasympathetic Drugs, 
P. W. Smith, Lecturer. 

Jan. 28—Newer Brain Drugs and their Relation to the 
Hypothalamus, C. G. Gunn, Lecturer. 

Feb. 11—New Sedatives: Narcotics and Narcotic Anta- 
gonists, A. A. Hellbaum, Lecturer. 

Feb. 25—Common Metabolic Pathways, A. T. Bever, 
Lecturer. 

Mar. 11—Anticoagulants, E. G. Larsen, Lecturer. 

Mar. 25—Estrogens and androgens, A. T. Bever, Lec- 
turer. 

April 9—Adrenal Steroids; Aldosteronism, R. W. 
Payne, Lecturer. 

April 30—Thyroid: Recent Advances in Diagnosis and 
Treatment, R. W. Payne, Lecturer. 

May 13—Pulmonary Function, M. T. Lategola, Lec- 
turer. 


May 27—Basic GI Phisiology, J. W. H. Smith, Lec- 
turer. 

June 10—Physiological Basis of Liver Function Tests, 
E. G. Larsen, Lecturer. 


June 24—Alimentary Reserve: the malabsorption 
syndrome, J. W. H. Smith, Lecturer. 


Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
SHORT COURSE SERIES 

Jan. 8—Pediatrics—Growth Failure. 

Feb. 12—Surgery—Urology Symposium and C. B. Tay- 
lor Lectureship. 

Mar. 12—Medicine—Pathogensis and Treatment of 
Anemia. 

April 9—Anesthesiology—Anesthesia for the Part-Time 
Anesthetist. 

May 14—Pediatrics—Pediatric Allergy. 

June 11—Surgery—Surgical Diagnosis and Problem 
Clinic. 

The courses are designed so physicians may attend 
four hours of formal instruction in the above fields 
while spending only one-half day from their office. 
This series is approved for credit by the Oklahoma 
Academy of General Practice. 
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Time 3:30 to 8:30 p.m. the second Wednesday of 
each month. 
Place: Room 120, Medical School Building. 
Registration: $3.50 per session; $25 for the entire 
Boston, Mass. 
William L. Riker, M.D., Surgeon 
Chicago, IIl. 
Orvar Swenson, M.D., Surgeon 
Boston, Mass. 
John W. Hope, M.D., Radiologist 
Philadelphia, Pa. 


Also a prominent anesthesiologist and pathologist 
will be obtained for this program. 


TRAUMA—April 4 and 5 


Sponsored by the Regional Committee on Trauma of 
the American College of Surgeons 


OKLAHOMA ASSOCIATION OF HOUSE STAFF 
PHYSICIANS—May 23 or June 6 

Two guest lecturers and presentation of original 
papers by members of the various House Staffs will 
highlight this program. Participating hospitals are: 
Hillcrest Medical Center, Tulsa; St. John’s, Tulsa; 
McBride, Mercy, St. Anthony, University, Veterans 
Administration and Wesley, Oklahoma City. 


BASIC ELECTROCARDIOGRAPHY— 
March 3 through 7 
This course consists of informal lecture presenta- 
tions which assume no formal acquaintance with 
the subject. Laboratory exercises are carried out by 
the participants with individual help from the instruc- 
tors. All working materials are furnished. Partici- 
pants are expected to aitend all lectures and labora- 
tory periods and remains the entire time scheduled. 


OPHTHALMOLOG Y-OTOLAR YNGOLOGY 
SYMPOSIUM—March 6 and 7 
Sponsored by Oklahoma City Society of Ophthal- 
mology and Otolaryngology 
Guest Lecturers: 
Joseph H. Haas, M.D., Chicago, Illinois 
Herman Semonov, M.D., Beverly Hills, California 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM— 
March 8 
Sponsored by the Oklahoma City Obstetrical and 
Gynecological Society. There will be two prominent 
guest lecturers. 


PEDIATRIC SURGERY, RADIOLOGY, 
PATHOLOGY—March 14 and 15 
Fourth Annual Combined Symposium 

Sponsored by Oklahoma Association of Pathologists, 
Oklahoma Association of Radiologists, Oklahoma 
Chapter, American College of Surgeons 
Guest Lecturer: 

Robert E. Gross, M.D., Surgeon 
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AMERICAN COLLEGE OF SURGEONS 
Sectional Meeting 


Statler Hilton Hotel Dallas, Texas 
JANUARY 9-11, 1958 


Dr. Frank H. Kidd, Jr., and a Committee of Dallas 
Surgeons have planned a well-balanced program of 
interest to general surgeons as well as_ surgical 
specialists. Subjects range from Chemopallidectomy 
for Parkinson's Disease to Bomb Phenomenology. 


All members of the medical professjon are invited 
to attend. 


Sectional meetings of the American College of 
Surgeons draw on surgeons of outstanding ability to 
discuss problems encountered in daily practice, and 
to disseminate information about new techniques. 
sefulness is the keynote to all College programs, 
which are planned by local committees answering 
the needs of doctors withjn the meeting area. Panels, 
symposia, papers, medical motion pictures, and ques- 
tion and answer periods characterize the meetings. 


Two new features are scheduled for each Sectional 
Meeting this year: a Fellowship Luncheon, at which 
a panel of College officials will answer questions 
about the entire program of College activitjes, and 
in turn, pose questions to the audience; and a social, 
rather than scientific, dinner meeting to which pro- 
gram participants, visiting surgeons, wives and other 
guests are cordially invjted for an informal and 
pleasant evening of entertainment. 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 
University of Kansas Medical Center 


Kansas City, Kansas 


Pulmonary Disease Clinic 


January 13-14, 1958 


Clinical facilities of two major hospitals will be 
used in the presentation of the Pulmonary Disease 
Clinic. The Monday program is offered at the Uni- 
versity of Kansas Medical Center, and the Tuesday 
sessions are scheduled at the Kansas City Veterans 
Administration Hospital. 


Registration fee is $30.00. 


13th Annual Postgraduate Course in Gastroenterology 


January 15-16, 1958 


Patient material of representative problems will be 
presented and will constitute an important part of 
the program. The informal symposium and panel 
method of teaching will be utilized. The panels in- 
clude surgeons as well as internists for comprehen- 
sive coverage of selected gastro-intestinal problems. 
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13th Annual Postgraduate Course in Surgery 
January 20, 21, 22, and 23, 1958 


The four day Course in Surgery has been designed 
to interest not only the general surgeon and the 
surgical specialist, but also the general practitioner 
who includes surgery in his practice. Treatment of 
Accidentally Incurred Injuries, Changing Concepts of 
Surgical Treatment, Surgical Management of Can- 
er, and Gastrointestinal Bleeding are general con- 
siderations for the program 


The registration fee is $60.00 


Further information concerning details of the 
courses, fees, registration, etc., may be obtained by 
writing the Department of Kansas School of Medicine, 
Kansas City 12, Kansas 


GENERAL PRACTICE REVIEW 
JANUARY 13-18, 1958 
Denver, Colorado 
An annual postgraduate course designed especially 
for the General Practitioner will be held January 13- 


18, 1958 at the University of Colorado Medical Cen- 
ter in Denver, Colorado 


Monday Medicine 

Tuesday Pediatrics 

Wednesday Surgery 

Thursday Laboratory Medicine and Radiology 
Friday Obstetrics and Gynecology 

Saturday Trauma 


Registration may be for the entire six days, or for 
any selected days. For further information write the 
office of Postgraduate Medical Education, The Uni- 
versity of Colorado Medical Center, 4200 E. Ninth 
Avenue, Denver 20, Colorado. 


First Oklahoma Colloquy on 
ADVANCES IN MEDICINE 
February 5, 7, and 8, 1958 


The first Oklahoma Colloquy on Advances in Med- 
icine will be held February 6, 7, and 8, 1958. The 
meeting will be devoted to problems on Fluid, Electro- 
lyte and Nutritional Balance and is under joint spon- 
sorship of the Department of Medicine, University of 
Oklahoma, Division of Postgraduate Education, Uni- 
versity of Oklahoma and the Baxter Laboratories 


Eight nationally prominent investigators in this 
field will participate and present the results of orig- 
inal work from their laboratories. Among the guest 
speakers will be Dr. Curtis Artz, Associate Professor 
of Surgery, University of Mississippi; Dr. Ronald 
Cooke, Chairman, Department of Pediatrics, Johns 
Hopkins School of Medicine; and Dr. J. Russell Elkin- 
ton, Associate Professor of Medicine, University of 
Pennsylvania 
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Oklahoma Colloquy on Advances in 
Medicine To Be Held February 6, 7, 8 


The First Oklahoma Colloquy on Advances 
In Medicine is to be held February 6, 7, and 
8 in the Auditorium of the University of 
Oklahoma School of Medicine. 


Morning sessions will begin at 8:45 a.m. 
and afternoon sessions will start at 2:00 p.m. 


The following program has been planned 
by the Department of Medicine and Post- 
graduate Division, University of Oklahoma 
School of Medicine and Hospitals: The Prac- 
tice of Fluid Therapy, Robert Tarail, M.D.; 
The Recognition and Management of Fluid 
and Electrolyte Alterations in Surgical Pa- 
tients, William E. Abbott, M.D.; Fluid and 
Electrolyte Therapy in Burns, Curtis Artz, 
M.D.; The Role of Mesenchymal Ground 
Substance in Water and Electrolyte Metabol- 
ism, John H. Bland, M.D.; Central Nervous 
System Factors in the Regulation of Water 
and Electrolyte Metabolism, John H. Bland, 
M.D.; Stress: Its Effect on Fluid and Elec- 
trolyte Metabolism, W. W. Schottstaedt, 
M.D.; The Problem of Water Intoxication 
in Pediatrics and Surgery, Robert E. Cooke, 
M.D.; Present Status of Vitamin B6 in Hu- 
man Metabolism, John F. Mueller, M.D.; 
Metabolic Response to Injury, Curtis Artz, 
M.D.; Physiological Observations in Intra- 
venous Fat Emulsions, John F. Mueller, 
M.D.; The Use of Fat Emulsion, Alcohol 
and Protein Hydrolysates in Surgical Pa- 
tients, William E. Abbott, M.D. 


Experimental Studies in Potassium Me- 
tabolism, Robert E. Cooke, M.D.; The Re- 
lation of Potassium Depletion to Kidney 
Structure and Function, Arnold S. Relman, 
M.D.; The Cousins of Potassium, Robert 
Tarail, M.D.; The Problem of Hyperkalemia 
and Hypokalemia, Ben I. Heller, M.D.; New- 
er Concepts in the Renal Regulation of Acid- 
Base Balance, Arnold S. Relman, M.D.; 
Acute Renal Failure, Ben I. Heller, M.D.; 
Current Status of Magnesium Metabolism, 
William O. Smith, M.D.; Leonard P. Eliel, 
M.D., and James F. Hammarsten, M.D.; The 
Regulation of Intake and Disposal of a Car- 
bohydrate Load, Rachmiel Levine, M.D.; 
Mechanisms of Action of Tolbutamide and 
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Insulin, Allen R. Hennes, M.D.; The Effect 
of Steroids on Carbohydrate Metabolism, 
Kelly M. West, M.D.; The Metabolic Fates 
of Fructose and Galactose, Rachmiel Levine, 
M.D. 


The guest speakers from out of the state 
are William E. Abbott, M.D., Associate Pro- 
fessor of Surgery, Western Reserve Uni- 
versity, Cleveland, Ohio; Curtis Artz, M.D., 
Associate rPofessor of Surgery, University 
of Mississippi, Jackson, Mississippi; John 
H. Bland, M.D., Professor of Medicine, Uni- 
versity of Vermont Medical School, Burling- 
ton, Vermont; Robert E. Cooke, M.D., Pro- 
fessor of Pediatrics, Johns Hopkins School 
of Medicine, Baltimore, Maryland; Ben I. 
Heller, M.D., Professor of Medicine, Uni- 
versity of Arkansas, Little Rock, Arkansas; 
Rachmiel Levine, M.D., Chairman, Depart- 
ment of Medicine, Michael Reese Hospital, 
Chicago, Illinois; John F. Mueller, M.D., As- 
sistant Professor of Medicine, University of 
Cincinnati, Cincinnati, Ohio; Arnold S. Rel- 
man, M.D., Associate Professor of Medicine, 
Boston University School of Medicine, Bos- 
ton, Massachusetts; Robert Tarail, M.D., 
Associate Chief of Medicine, Roswell Park 
Memoria! Institute, Buffalo, New York. 


J. L. LeHew, Sr., M.D., Honored 
For 50 Years of Service 


J. L. LeHew, Sr., M.D., Oklahoma’s oldest 
practicing physician, was honored by resi- 
dents of Pawnee at a special Chamber of 
Commerce luncheon, October 30. 


C. E. Northceutt, M.D., of Ponca City, past 
President of the Oklahoma State Medical 
Association, was speaker for the luncheon. 


A bronze plaque expressing appreciation 
of the Pawnee area people for more than a 
half-century of service, was given to the 89- 
year-old physician. Presentation was made 
by John L. Maltsberger, President of the 
Pawnee Chamber of Commerce. 


Doctor LeHew was born in Henry Coun- 
ty, lowa and was graduated from the Uni- 
versity Medical College, Kansas City. He 
opened his offices in Neosho County, Kan- 
sas and later moved to Pawnee. 
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FCDA Official Meets With 
State Medical Officials 


In conjunction with the survival planning 
project, a phase of the state civil defense 
activities, P. A. Lindquist, M.D., U.S. Pub- 
lic Health representative from the national 
headquarters of the Federal Civil Defense 
Administration, Battle Creek, Michigan, met 
with Oklahoma Medical officials, November 
18 at the Oklahoma State Medical Associa- 
tion Headquarters. 


The meeting provided Doctor Lindquist 
an opportunity to meet medical leaders of 
the state and Oklahoma county who are con- 
cerned with civil defense planning, said Tom 
Brett, Oklahoma Civil Defense Director. 


The purpose of Doctor Lindquist’s appear- 
ance was to brief Oklahoma medical lead- 
ers regarding the latest concepts of meeting 
the medical problem which will result from 
nuclear warfare. 


“Nuclear warfare lessens the medical 
problem and increases the problems of pub- 
lic health and sanitation,” remarked Lind- 
quist. He listed the medical treatment phase 
of civil defense as being in three major cat- 
egories: (1) Medical care for survivors most 
readily available to combat existing situa- 
tions, (2) Childbearing women and women 
of childbearing age, and (3) Casualties re- 
sulting from the attack. 


The overall purpose of the medical pro- 
gram is to retain an active force to meet 
the many pressing problems and to provide 
the best possible care for casualties. 


Lindquist explained that the most recent 
medical concepts provide for the movement 
of emergency hospitals to a distance of at 
least 23 miles beyond the peripheral area of 
a city which suffers such a nuclear attack. 
Closer to the heart of the damaged area will 
be “emergency treatment” centers—for the 
purpose of providing “emergency treatment” 
only before the victims are transported to 
hospitals. 
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The FCDA medical leaders specifically 
pointed out that the new civil defense med- 
ical concept does not lessen the need for 
persons trained in first aid and in organized 
first aid teams. Such groups will be utilized 
with advance rescue teams and in the emer- 
gency treatment centers. 


Oklahoma medical leaders attending the 
briefing included: William H. Reiff, M.D., 
Chairman of the Civil Defense Committees 
of both the Oklahoma County Medical So- 
ciety and the Oklahoma State Medical Asso- 
ciation; Phil Johnson, M.D., member Civil 
Defense Committee, Oklahoma County Med- 
ical Society; Jack Shrode, Past President, 
Oklahoma Hospital Association; Grady F. 
Mathews, M.D., State Health Commissioner, 
and his assistant for civil defense planning; 
George Adams, M.D; Colonel Lester Porta, 
Oklahoma survival project staff member; 
Mr. A. L. Gilbreth, regional civil defense 
representative, Denton, Texas; and Mr. 
Brett. 


Mr. Brett passed out accolades and gave 
overwhelming credit to Doctor Reiff for 
the outstanding work he has accomplished 
in providing a medical plan for Oklahoma 
County, and to Doctor Phil Johnson for his 
participation in civil defense and specifically 
in the radiological field. 


Doctor Reiff pointed out it is well for 
ready reserve military men to assist in the 
formation of medical teams; however, it 
must be borne in mind that they will be in- 
cluded in the military forces when this na- 
tion is attacked. 


A problem of concern for all, legal lia- 
bility for the treatment of casualties was 
discussed briefly. It was agreed that the 
civil defense chief, Mr. Brett, would present 
the question to the University of Oklahoma 
Law School in an effort to free the medical 
personnel from subsequent lawsuits, after 
rendering medical assistance during such an 
emergency. 
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Tulsa Physicians Honored 


H. W. Ford, M.D., (left), Tulsa general 
practitioner, is shown receiving a 50-Year 
Club Pin from the Oklahoma State Medical 
Association. Presentation was made by 
Wendell L. Smith, M.D., (right), Tulsa 
Councilor. In the center is John F. Gorrell, 
M.D., E.E.N.T. Specialist, who was present- 
ed with a Certificate of Life Membership in 
the Oklahoma State Medical Association. 


Doctor Ford has practiced in Tulsa since 
1917. Doctor Gorrell is semi-retired. 





J. T. Riley, M.D., Honored 


J. T. Riley, M.D., of El Reno, left, is 
shown receiving a Fifty Year Pin in honor 
of his service to the medical profession. The 
presentation was made by Alpha Johnson, 
M.D., right, Vice-President of the Oklahoma 
State Medical Association, at a staff meet- 
ing of Park View hospital in El Reno in 
October. 
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Articles published in The Journal of the 
Oklahoma State Medical Association Decem- 
ber, 1932. 

EDITORIAL 
THE DEPRESSION AND THE VETERANS BUREAU 


“The Veterans Bureau, which means beneficiaries 
of it, has lately been singled out as targets, which 
has brought about a great deal of Federal expendi- 
ture. 


“It must be remembered that nothing of this was 
said in 1916, 1917, and 1918. Nothing was too good 
for the several hundred dollars a month man who 
went into the trenches for thirty dollars and the 
writer personally knows of many men who today are 
on the rocks and have never been able to regain 
their former economic position. However this is 
the result of our wars. Ruin inevitably follows in its 
course, not only to the vanquished but to the victors 
as well. 


“The Federal budget roughly calls for an expendi- 
ture as follows: 


$1,136,700,000 
928,000,000 
678,098 ,000 
648,300,000 
538,100,000 


Public Debt 

Veterans 

Administration and all other 
Army and Navy 

Public Works 


‘‘Now it must be observed that the nation’s tax- 
payers cannot meet this. The writer is one who is 
not in favor of singling out certain men, corporations 
or organizations to bear the brunt of this. Everyone 
should pay according to his means. 


“The per capita cost of caring for Veteran Bureau 
patients seems to be much higher than it should and 
some attempt should be made to lower it. It is the 
writer’s impression that some of our Veteran Bureaus 
are not conducted so much as hospitals as they are 
houses of entertainment for the supposedly ill vet- 
eran. Another item of waste is the constant re- 
hospitalization of patients who either want increased 
compensation or merely a place to stay. Our law 
makers, feeling the pulse and pressure of the vet- 
erans’ complaints are largely responsible for this, 
for after a repeated examination it is not uncom- 
mon for senators and representatives, who know 
nothing whatever of the case, to insist that the man 
again be re-hospitalized. The writer knows of many 
such cases. Congress should keep its hands off these 
things, except where there are obvious grounds for 
complaint. 4 
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Miami Clinic Holds Open House 


An open house held November 10, for- 


merly opened the Miami Clinic Building at 
30 B Southwest, Miami, Oklahoma. 


The new brick structure has 1,610 square 


feet of floor space in the basement and 6,524 
square feet of floor space in the first floor. 
The building has a heating and air condition- 
ing system, and complete inter-communica- 


tion and music system. 


Accommodations consist of seven doctors’ 


suites, a dentist’s suite, Pharmacy, X-ray 
and Laboratory, Physio Therapy, E.K.G. 
and B.M.R. Suites, and Emergency Surgery. 





H. B. Stewart, M.D., Elected 


H. B. Stewart, M.D., Tulsa anethesiolo- 
gist, was elected President of the Oklahoma 
Blue Cross Plan Board of Trustees to serve 
the unexpired term of the late Arthur S. 
Risser, M.D., of Blackwell. An experienced 
member of the board, Doctor Stewart had 
served as First Vice-President since 1952. 

The action was taken at the semi-annual 
meeting of the Oklahoma Blue Cross and 
Blue Shield Boards which was held in Okla- 
homa City in October. 


John E. Highland, M.D., Miami, was elect- 
ed to membership on the board to fill the 
vacancy left by Doctor Risser’s death. 











AN INVITATION 


TO EXHIBIT 
OSMA ANNUAL MEETING 


Do you have an idea which you would like 
to present to other physicians in Oklahoma? 
An unusual case? A series of cases? A new 
device or technique? An organization prob- 
lem or plan of action? A piece of experi- 
mental work? 

If so, consider working it up as a SCIEN- 
TIFIC EXHIBIT to be shown at the annual 
meeting of the Oklahoma State Medical As- 
sociation in May, 1958. 

Start now collecting your material and 
planning your exhibit. Since space is limited, 
you are encouraged to submit your applica- 
tion early. Your exhibit need not be large. 
It should be stimulating. Subjects which 
have special visual interest are particularly 
suitable. 


hh eee eee ee Pe Coo ee ee ee ee ee ee ee ee ee eee 


Preliminary Application for 
SCIENTIFIC EXHIBIT SPACE 


52nd Annual Meeting ° 
Oklahoma State Medical Association 


Oklahoma City, Oklahoma — May 5-7, 1958 : 
(Please type or print) : 


Name of organization or individual requesting 
space 


Address 


Please describe your proposed exhibit in the 
space below 


(Use separate sheet if necessary) 


Amount of space required (width) 








May 5, 6,7 feet. Please designate width in multiples of 
Zebra Room Municipal Auditorium eight feet. All booths will be six feet deep. : 
Oklahoma City (lawn nnn nnn nnn nnn nn nnn nnn nnn n een nen ene ee en en eeneee! 
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THOMAS MCELROY, M.D. 
1892-1957 


Thomas McElroy, 64, Ponca City physi- 
cian since 1929, died October 21, 1957. 


Doctor McElroy was born December 28, 
1892, in Mingo Junction, Ohio. He gradu- 
ated from Ohio State University in 1916. 


Doctor McElroy was a member of the 
Oklahoma State Medical Association. 


THOMAS J. LYNCH, M.D. 
1890-1957 


Thomas J. Lynch, M.D., 67, retired phy- 
sician, died October 29, 1957, at his home 
in Tulsa. 


A graduate of the Jefferson Medical Col- 
lege in Philadelphia, Pennsylvania in 1910, 
Doctor Lynch came to Oklahoma in 1919, 
moving to Okmulgee. In 1930, he moved to 
Tulsa where he practiced until retirement 
in 1944. 


Doctor Lynch was a life member of the 
Tulsa County Medical Society, a member 
of the Oklahoma State Medical Association, 
and the American Medical Association. 
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FRED AKIN GLASS, M.D. 
1887-1957 


Fred Akin Glass, M.D., 70, died at his 
home northeast of Tulsa, October 28, 1957. 


Born March 11, 1887 in Travelers Rest, 
Kentucky, Doctor Glass came to Tulsa, in 
1915. He graduated from Johns Hopkins 
School of Medicine in Baltimore, Maryland 
in 1912. 


Doctor Glass was a member of the Tulsa 
County Medical Society, the Oklahoma State 
Medical Association, the American Medical 
Association and the American College of 
Surgeons. 


JOHN H. HARVEY, M.D. 
1888-1957 


John H. Harvey, M.D., 69, died at his of- 


fice in the Heavener hospital, October 11. 


Doctor Harvey graduated from Arkansas 
University in 1911. After residing in Fort 
Smith, Arkansas, Doctor Harvey came to 
Heavener in 1929. 


Doctor Harvey was a member of the Okla- 
homa State Medical Association. 
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Care of the Long-Term Patient. Commission on 
Chronic Illness. Fabric binding, $8.50. Pp. 606. 
Copywright 1956. Published by Harvard University, 
Cambridge, Mass. 

This volume is the first published, al- 
though designated Volume II, of a four vol- 
ume series resulting from a seven year study 
of prolonged illness carried out by the Com- 
mission on Chronic Illness. The Commission 
represented the interest of many voluntary 
groups, institutions, and agencies concerned 
with this very complex problem. The ma- 
terial gathered in the studies upon which 
this volume is based is used to define the 
subject and then to present its several as- 
pects. The latter is done under the head- 
ings of the patient at home, rehabilitation, 
the patient in an institution, personnel and 
education, planning, administration, and 
financing. It provides a very readable and 
interesting survey of the current picture of 
care of the long term patient. The defici- 
encies of the presentation will depend upon 
the expectations and questions in the mind 
of the reader who would like a program ap- 
plicable to a particular situation. 

The identification of the long term pa- 
tient is based on a definition of active comp- 
rehensive care, and response of the patient’s 
condition, of such complexity and cost as to 
usually require community help in its pro- 
vision. The estimated incidence of such in- 
stances ranges from 5% under 15 years to 
39° over 65 years of age. 

The section on “The Patient at Home” 
emphasizes that, with the necessary com- 
munity service available (visiting nurses, 
physical and occupational therapy, social 
service, etc.) a satisfactory comprehensive 
home care program can be realized. It is 
pointed out that the major deficiencies of 
so called ‘“‘Home Care” programs developed 
in medical center settings, is that they and 
the situation and society in which they op- 
erate are frequently not geared to the han- 
dling of the problems of long term illness in 
a constructive and productive way. The 
guiding role of the physician, whatever his 
relationship to the patient, grows out of his 
knowledge, support, and use of all available 
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means for reconstruction of his patient's 
health, development, and productivity. 

The care of prolonged illness in institu- 
tions (general and special hospitals, nurs- 
ing homes, etc.) is also covered in critical 
detail. These studies provide the most ob- 
jective and revealing data on costs, human 
as well as financial, arising from chronic 
illness. Institutional care has been deempha- 
sized in proportion as less costly but ade- 
quate home care and rehabilitation can be 
developed. It is pointed out that the form, 
function, and use of institutions must also 
alter as the idea of restoration to produc- 
tivity of self help, and the relative direct 
and indirect costs of rehabilitation versus 
permanent invalidism are brought into 
focus. 

The conclusions are well supported, that 
the fitting of medical, paramedical, home, 
and institutional care to the natural course 
of illness as it is being affected by progres- 
sive medical science, is not an easy thing. 
It must progress from all levels, not the least 
of which are the grass roots of medical and 
community education. Therefore it also is 
a long term and continuing proposition. 

While reading the volume, one thing 
emerges more and more clearly from the 
large amount of material presented. There 
is in process of development a more exten- 
sive concept of patient care, as yet based 
pretty much on experience in large urban 
communities. Adaptive thinking will be re- 
quired to develop it to practical application 
and usefulness for patients in the many 
other situations. Tradition, cost, and com- 
petetion of other community needs, the mod- 
ern family function and structure, have all 
been influences to be recognized. A multi- 
tude of questions are stated or implied. Most 
of them deal with “how” rather than 
“what.” Definitive answers are almost 
wholly left to be worked out by those in- 
terested in developing them; which the re- 
viewer feels is as it should be. A series of 
some 80 suggestions is made at the end of 
the volume, serving more as a guide than 
a pattern. The recommendation made by 
the Commission, that medical and non-med- 
ical leaders in the community effect a wise 
organization to develop, coordinate, and in- 
tegrate the necessary services, would appear 
to be basic.—Robert C. Lowe, M.D. 


629 








PHYSICIAN PLACEMENT 


Internal Medicine 


Louis K. McCown, 1516 Third Ave., N.E., Rochester, 
Minnesota, age 33, married, Tulane, 1949, Residency 
at Mayo Clinic, Veteran, available January 1, 1958. 


Bartis M. Kent, 225 Koser, Iowa City, Iowa, age 32, 
married, Baylor, 1948. Three year residency at Bay- 
lor, veteran, available July, 1958. 


General Practice 


Jack L. Coats, M.D., 1414-A East 17th Place, Tulsa, 
Oklahoma, age 29, married, veteran, University of 
Oklahoma School of medicine 1957, will be available 
July 1, 1958. 


Neurosurgery 


Bahif S. Salibi, M.D. (Currently Captain, MC U. S. 
Army) 121 Evac. Hosp., APO 971, San Francisco, 
California, age 35, married, Board qualified in 
Neurosurgery, except for the two years of private 
practice required by the Boards, available October, 
1958. 


Thoracic and Cardiovascular Surgery 


Wayne E. Hird, M.D., McGuire VA Hospital, Richmond 
19, Virginia, age 31, married, Korean veteran, 
University of Kansas 1950, Board qualified in General 
Surgery, Thoracic and Cardiovascular exams will be 
completed by next July. Will be available July, 1958. 


Obstetrics & Gynecology 


Herbert Claibrone Jones, Jr., Box 166, University 
Hospital Charlottesville, Virginia, age 30, married, 





CLASSIFIED ADS 


WANTED: Physician to do general practice and 
general surgery—to take the place of Dr. J. P. Braun, 
recently deceased—Hobart, Oklahoma. Well estab- 
lished large practice; modern air conditioned clinic 
building, hospital facilities. Contact Dr. J. William 
Finch, Hobart, Oklahoma. 


5-TON Westinghouse Air Conditioner property of 
Association, excellent condition, $500.00. 


WANTED—Your surplus medical equipment. Used 
equipment of all kinds bought, sold, traded. Micro- 
scopes and electro-medical instruments repaired. Let 
us know your equipment problems. Write TEX-RAY 
3305 Bryan St., Dallas 4, Texas 


LOCATION and office space for General Practitioner 
in Oklahoma City, Oklahoma. Very attractive propo- 
sition. No money necessary. For further details, 
telephone JAckson 5-2435 or write to Dr. O. N. Cop- 
pedge, 2112 N. W. 12th Street, Oklahoma City 7, Okla- 
homa. 


University of Virginia 1951, finishing board qualifica- 
tions, will be available Spring, 1958. 


General Surgery 


Duane H. Dougherty, M.D., 201 Avon Road, Tonawanda, 
New York, age 30, married, veteran, New York 
University 1953, board qualified, will be available 
July, 1958. 


H. N. Hamilton, M.D., 13 Evergreen Road, Little 
Rock, Arkansas, age 36, married, veteran, The 
Johns Hopkins, 1945, finishing Orthopedic Residency 
July 1958 and will be available at that time. 








If You Know Of 
Practice Opportunities 
Within the State 
Please Notify the O.S.M.A. 


Giving Complete Details 
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The use of the Index will be greatly facili- 
tated by remembering that articles are often 
listed under more than one heading. Scien- 
tific articles may be found under the name 
of the author and the name of the article as 
well as under listings of authors and Scien- 
tific Articles. Editorials and deaths are 
listed under the special headings as well as 
alphabetically. 


Pages Included in Each Issue 


January 1-50 July 317-368 
February 51-98 August 369-415 
March 99-138 September 417-480 
April 139-208 October 481-528 
May 209-256 November 529-592 
June 257-316 December 593-640 


Key to Abbreviations 


(S)\—Scientific (BR)—Book Review 
(E)—Editorial (D)—Deaths 
(SA)—Special Article (PIC)—Picture 


(GN)—General News 


— 
AAGP 9th Meeting Will Attract 5,000; Phelps to 
Become President (GN) 49 
A.A.G.P. To Hold Tenth Annual Meeting 621 


Abdominal Drainage; Review of Yates’ Classic 
Monograph—Present Concepts, Robert A. Mc- 
Lauchlin, M.D. and John A. Schilling, M.D. 
(S) 143 

Acceptance Speech, Malcolm E. Phelps, M.D. 244 
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AFL-CIO to Fight Medical Society Actions (GN)_ 403 


Albers, Donald D., M.D., The Management of 
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Program (GN) 241 
A.M.A. Announces Two Changes in Administrative 
Setup (GN) 407 


A.M.A. Annual Meeting in New York June 3-7 (GN) 240 
A.M.A. Clinical Meeting Scheduled for December 573 


A.M.A. Plans Clinical Meeting (GN) 522 
A.M.A. Plans Industrial Health Congress in Mil- 
waukee 620 
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A.M.A. Plans Outstanding Medical Meeting in 
June (GN) 

A.M.A. Plans Two ‘“‘Nomenciature’’ Institutes 
in 1958 

A.M.A. Prepares Guide for Voluntary Health Agen- 
cies (GN) 


A.M.A. Public Relations Institute Held in Chicago 
(GN) 

A.M.A.’s 106th Meeting Biggest Ever Held (GN) 

A.M.A. Sponsors Doctor-Lawyer Meetings During 
March (GN) 

A.M.A. Suggested Guides to Relationships Between 
Medical Societies and Voluntary Health Agen- 
cies (GN) 

A.M.A. Tells Physicians Role in National Legis- 
lature (GN) 

A.M.A. to Sponsor Series of Legal-Medical Sym- 
posiums (GN) 

The American Physician and the World Medical 


194 


620 
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America’s Health, John G. Matt, M.D., (BR) 49 
Angina Pectoris: Etiology, Diagnosis and Prog- 

nosis, Sam N. Musallam, M.D., (S) 55 
Annual Doctor’s Hobby Show Reveals Variety of 
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Annual Meeting: Distinguished Guest Speakers 174 
Annual Meeting: General Information 163 
Annual Meeting: President's Inaugural Dinner- 

Dance 173 
Annual Meeting: Scientific Exhibits 177 
Annual Meeting: Scientific Program 166 
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Antigenic Pneumonitis, Rayburne W. Goen, M.D.__598 
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Are Physicians Educated?, I. Phillips Frohman, 

M.D. (S) 106 
Are You Facing a Radiation Hazard?, R. E. Rus- 
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Arrows to Atoms (E) 257 
Asian Flu Vaccine Potency Doubled 570 
Asiatic Influenza Campaign Announced (GN) 398 
Association to Participate in Semi-Centennial Ex- 

position (GN) 160 
Atomic Reactor Feature of ‘‘Cavalcade of Health”’ 

(GN) 286 
Atomic Reactor to be Used for Education at OSU 

(GN) 359 
Auxiliary’s Report of A.M.A. Annual Meeting (GN) 405 
Avey, H. T., M.D., Robert H. Bayley, M.D., 

F.A.C.P., Edward R. Munnell, M.D., W. T. 

Snoddy, M.D., Clinical Pathological Confer- 

ence (S) 324 
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M.D., Marion K. Ledbetter, M.D., Patent 
Ductus Arteriosus, Diagnostic Features 
and Differential Diagnosis 

Ledbetter, Marion K., M.D., Joseph R. Lat- 
son, M.D., Dan G. McNamara, M.D., Pat- 
ent Ductus Arteriosus, Diagnostic Features 
and Differential Diagnosis 

Lowell, James R., M.D., Oily Dionosil in 
Brochography (S) 

Lowrey, Thomas J., M.D., Report of a Con- 
trolled Study of Acylanid 

McCollum, W. T., M.D., F.A.C.P., Treatment 
of Cardiac Arrhythmias (S) 

McLauchlin, Robert A., M.D., and Schilling, 
John A., M.D., Abdominal Drainage: Re- 
view of Yates’ Classic Monograph—Pres- 
ent Concepts (S) 

McNamara, Dan G., M.D., Joseph R. Latson, 
M.D., Marion K. Ledbetter, M.D., Patent 
Ductus Arteriosus, Diagnostic Features 
and Differential Diagnosis 

Munnell, Edward R., M.D., Individual Man- 
agement of Peripheral Vascular Occlusive 
Disease (S) 

Munnell, Edward R., M.D., Robert H. Bayley, 
M.D., F.A.C.P., W. T. Snoddy, M.D., H. T. 
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Avey, M.D., Clinical Pathological Confer- 
ence (S) 

Murray, Dwight H., M.D., Freedom in Medical 
Practice (SA) 

Musallam, Sam N., M.D., Angina Pectoris: 
Etiology, Diagnosis and Prognosis (‘S) 
Nagle, Patrick S., M.D., F.A.C.S., Metabolic 

Management of Depression (S) 

Nicholson, Ben H., M.D., Essential Hyperten- 
sion in Childhood (S) 

Parker, Joe M., M.D., William T. Snoddy, 
M.D., Ralph C. Denny, M.D., Carcinoma 
of the Stomach Arising in a Benign Ulcer 
(S) 

Paschal, William R., M.D., The Porphyrias 
(S) 

Pascucci, L. M., M.D., F.A.C.R., Role of the 
Radiologist—Low Back Pain 

Payne, R. W., M.D., Ishmael, W. K., M.D., 
Owens, J. N. Jr., M.D., Therapeutic Con- 
ference: Treatment of Arthritides (S) 

Payne, R. W., M.D., Stewart G. Wolf, M.D., 
James A. Hagans, M.D., The Placebo, 
Therapeutic Conference (S) 

Payne, R. W., M.D., M. R. Shetlar, Ph.D., 
A. A. Hellbaum, M.D., Ph.D.,, and W. K. 
Ishmael, M.D., An Objective Evaluation 
of Salicylates, Glucocorticoids, and Salicy- 
late-Glucocorticoid Combinations in the 
Treatment of Rheumatoid Arthritis (S) 

Pfundt, T. R., M.D., and Jerome D. Shaffer, 
M.D., A Pilot Study on Rheumatic Fever 
Prevention 

Pounders, Carroll M., M.D., Allergy and Eu- 
ergy (S) 

Owens, J. N. Jr., M.D., Ishmael, W. K., M.D., 
Payne, R. W., M.D., Therapeutic Confer- 
ence: Treatment of Arthritides (S) 

Roueche, Berton, The Incurable Wound (S) 

Royer, Charles A., M.D., Establishment of 
Oklahoma Eye Bank 

Russell, H. T., M.D., Laboratory Evaluation 
—Defective Blood Clotting ‘S) 

Russo, R. E., M.D., Are You Facing a Radia- 
tion Hazard? (S) 

Schilling, John A., M.D., and McLauchlin, 
Robert. A., M.D., Abdominal Drainage: 
Review of Yates’ Classic Monograph— 
Present Concepts (S) 

Shaffer, Jerome D., M.D., and T. R. Pfundt, 
M.D., A Pilot Study on Rheumatic Fever 
Prevention 

Shetlar, M. R., Ph.D., R. W. Payne, M.D., 
A. A. Hellbaum, M.D., Ph.D., and W. K. 
Ishmael, M.D., An Objective Evaluation 
of Salicylates, Glucocorticoids and Salicy- 
late-Glucocorticoid Combinations in the 
Treatment of Rheumatoid Arthritis (S) 

Snoddy, William T., M.D., Joe M. Parker, 
M.D., Ralph C. Denny, M.D., Carcinoma 
of the Stomach Arising in a Benign Ulcer 
(S) 

Snoddy, W. T., M.D., Robert H. Bayley, M.D., 
F.A.C.P., Edward R. Munnell, M.D., H. T. 
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498 


143 


498 


268 


Avey, M.D., Clinical Pathological Confer- 
ence (S) 

Stout, Hugh A., M.D., Cardiac Arrest; 
sage Without Incision (S) 

Walsh, Jack D., M.D., Virgil Ray Forester, 
M.D., Walter E. Hartford, M.D., Exfolia- 
tive Cytology of Duodenal Aspirations 

Wolf, Stewart G., M.D., R. W. Payne, M.D., 
James A. Hagans, M.D., The Placebo— 
Therapeutic Corference (S) 

Wolf, Stewart G., M.D., Fourth in a Series 

Stop Rheumatic Fever, Getting the Patient to 
the Doctor 


Mas- 


= 

Bacon, Otis Guy, M.D., (D) 

Doctor Bailey Gives Hospital for Research (GN) 

Bayley, Robert H., M.D., F.A.C.P., Edward R. 
Munnell, M.D., W. T. Snoddy, M.D., H. T. 
Avey, M.D., Clinical Pathological Conference 
(S) , 

Beck, Claude S. (PIC) 
Benzathine Pencillin G: Critical 
its Potential Benefits ‘(E) 
Bethel, W. R., Pressure Groups in Health (SA) 

Birkett, Noble S. (PIC) 

Blachly, Lucile, M.D. (PIC) 
Blattner, Russell J., M.D. (PIC) 
Blue, Johnny A., M.D. (PIC) 
Bollinger, Isaac Wesley, M.D. ‘D) 


Evaluation of 


Boston Physician Addresses Regional ACP Meeting | 


Bowen, Georgia M., Tulsa Maternity Home and 
Hospital (SA) 

Braun, Jacob, M.D. (D) 

Brookshire, Joseph E., M.D. (PIC) 

Brown, Ray E. (PIC) 

Brown, Walter E., M.D. (PIC) 

Buffington, F. C., M.D., Hydatidiform Mole (‘S) 


Burney Sees Current Polio Vaccine Shortage 
Easing (GN) 

Burns, Dixon M., M.D., Expectant Motherhood 
(BR) 


Burns, Samuel Lee, M.D. (D) 
Burton, John Flack, M.D. (PIC) 
Burton, John Flack (PIC) 
Burton, John Flack, M.D. (PIC) 
Burton, John Flack, M.D. (PIC) 
Butler, Virgil V., M.D. (D) 


BOOK REVIEWS 


America’s Health, John G. Matt, M.D. 

Care of the Long-Term Patient, Robert C. 
Lowe, M.D. 

Clinical Toxicology of Commercial Products 
—Acute Poisoning, Reviewed by H. A. 
Shoemaker, Ph.D. 

Expectant Motherhood, reviewed by Dixon N. 
Burns, M.D 

Handbook of Physical Therapy 

The Menninger Story, Hugh M. 
M.D. 

Organized Home Medical Care in New York 
City, Reviewed by William W. Schott- 
staedt, M.D. 


Galbraith 


324 


112 


137 


524 


633 








— a 

Caldwell, Charles L., M.D. (D) 

Campbell, Coyne H. (D) 

Cancer Films Available (GN) 

Cancer Society Elects Officers (GN) 

Carcinoma of the Stomach Arising in a Benign 
Ulecer—A Case Report, Joe M. Parker, M.D., 
William T. Snoddy, M.D., Ralph C. Denny, 
M.D. (S) 

Cardiac Arrest: Massage Without Incision, Hugh 
A. Stout, M.D. (S) 

Care of the Long Term Patient, Robert C. Lowe, 
M.D. 

Carey, John M., M.D., and Greer, Allen E., M.D., 
Current Approaches to Diseases of the Esoph- 
agus (S) 

“Cavalcade of Health’’ Proves Popular in Okla- 
homa’s Semi-Centennial Exposition (GN) 
Changing Concepts in the Use of Potent Narcotic 

Analgesic Drugs (E) 

Clinical Pathological Conference, Robert H. Bay- 
ley, M.D., F.A.C.P., Edward R. Munnell, M.D., 
W. T. Snoddy, M.D., H. T. Avey, M.D. (S) 

Closed Circuit TV Will Highlight State Conven- 
tion (GN) 

Coley, A. J., M.D. (D) 

Committee on Cancer Has New Regional Organi- 
zation (GN) 

Community, The: The New Mental Health Fron- 
tier, Mike Gorman 

Concerning Medical Care of People Receiving Old 
Age Assistance (E) 

Cosgrove, Robert A., M.D. (PIC) 

Cosgrove, Robert A., M.D., F.A.C.S., Fetal Sal- 
vage in Obstetrics 

Council on Medical Service: Medical Care for the 
Indigent in 1957 (E) 

County Medical Societies Report Officers for 1957 
(GN) 

County Societies to Participate in Civilian De- 
fense Conference (GN) 

Cosgrove, Robert A., M.D., F.A.C.S., Evaluation 
of the Present Use of Cesarean Section 

Craig, Mrs. Paul C. (PIC) 

Current Approaches to Diseases of the Esophagus, 
John M. Carey, M.D., and Allen E. Greer, 
M.D. (S) 


—D— 

Dameshek, William, M.D. (PIC) 

Davis, Arthur H., M.D., F.A.C.S., First of a Two- 
Part Series, Cancer of the Larynx (S) 

Davis, Arthur H., M.D.. Second of a Two-Part 
Series, Cancer of the Larynx 

Davis, George Monroe, M.D. (D) 

Defense Department Prepares Doctor Amendment 
to Draft Act (GN) 

Denny, Ralph C., M.D., Joe M. Parker, M.D., 
William T. Snoddy, M.D., Carcinoma of the 
Stomach Arising in a Benign Ulcer, A Case 
Report (S) 

Deputy, Ross, M.D. (PIC) 

Detailmen Elect Oklahoma Citian National Presi- 
dent (GN) 


634 


37 
82 
119 
403 


354 





DeVore, John W., M.D., School of Medicine (SA) 

DeVore, John W., M.D., The School of Medicine 
(SA) 

DeVore, John M., M.D., School of Medicine (SA) 

DeVore, John W., M.D., The School of Medicine 
(SA) 

Diabetes Week (E) 

Doctor Davis Named To Serve on Chronic IIl- 
ness Committee 

Doctor Draft Law Expires: New Legislation Pro- 
vided for Specialists’ Services (GN) 

‘Doctor’s Day’ Observed Throughout the State 
(GN) 

Draft to Take 15 State Doctors (GN) 

Drug Resistant Staphylococci (E) 

Duer, Joe L., M.D. (PIC) 


DEATHS 


Bacon, Otis Guy, M.D. 
Bollinger, Isaac Wesley, M.D. 
Braun, Jacob, M.D. 

Burns, Samuel Lee, M.D. 
Butler, Virgil V., M.D. 
Caldwell, Charles L., M.D. 
Campbell, Coyne H., M.D. 
Coley, A. J., M.D. 

Davis, George Monroe, M.D. 
Glass, Fred Akin, M.D. 
Harvey, John H., M.D. 

Head, Robert William, M.D. 
Hines, Sidney S. 

Lynch, Thomas J., M.D. 
McElroy, Thomas, M.D. 
Ming, Charles M., M.D. 
Murray, Silas, M.D. 

Myers, David A., M.D. 
Neal, James H., Sr., M.D. 
Rhodes, Robert E. Lee, M.D. 
Rice, Edgar Eugene, M.D. 
Seba, William E., M.D. 
Taylor, William Merritt, M.D. 
Wallace, Albert W., M.D. 
Watkins, Barton H., M.D. 

C. O. Williams, M.D. 


Witcher, Edward K., M.D. 


Editor of THE JOURNAL attends National Con- 
ference 

Emblem for Protection (E) 

Emergency Care for Servicemen Not Effected by 


Medicare (GN) 

Essential Hypertension in Childhood, Ben H. Nich- 
olson, M.D. (S) 

Establishment of Oklahoma Eye Bank, Charles 
A. Royer, M.D. 


Evaluation of the Present Use of Cesarean Sec- 
tion, Robert A. Cosgrove, M.D., F.A.C.S. (S) 

Exfoliative Cytology of Duodenal Aspirations, Vir- 
gil Ray Forester, M.D., Walter E. Hartford, 
M.D., and Jack D. Walsh, M.D. 

Expectant Motherhood, reviewed by 
Burns, M.D. (BR) 


Dixon N. 


16 


358 


358 


Journal of the Oklahoma State Medical Association 








oo - 


sNwonwns! & 


ViN ViN WwN VI VIN VIN Owe ev ow ASN NM lh 


wr 





EDITORIALS 


The American Physician and the World Med- 
ical Association 

Arrows to Atoms 

Benzathine Penicillin G: Critical Evaluation 
of its Potential Benefits 

Carl Puckett, M.D. 

Changing Concepts in the Use of Potent Nar- 
cotic Analgesic Drugs 

Concerning Medical Care of People Receiving 
Old Age Assistance 

Council on Medical Service: Medical Care for 
the Indigent in 1957 

Diabetes Week 

Drug Resistant Staphylococci 

Emblem for Protection 

Freedom of Choice of Physicians—What Does 
It Mean to Hospitals? 

House of Delegates Kicks Medicine’ Laissez- 
Faire Policy Out the Door 

Image of the Scientist Among High-School Stu- 
dents 

Influenza 

Medical Care for Recipients of Public Welfare 

Medicine’s Contribution to World Peace 

New Principles of Medical Ethics 

Oklahoma Dentistry Needs Manpower 

Policy on Vaccination 

The Polio Drive 

Poliomyelitis Vaccinations 

Prior Andernocortical Steroid Therapy and 
Surgical Treatment 

Prococurantism 

Proctalgia Fugax 

Public Law 880 

Rabies Prophylaxis in Man 

Rehabilitation and the Physician 

Risser, A. S., M.D. 

Some Answers to Questions about Polio 

Today’s Health 

Winter Vomiting Disease 


— 


FCDA Official Meets With State Medical Officials 

Federal Medical-Welfare Picture, The 

Fetal Salvage in Obstetrics, Robert A. Cosgrove, 
M.D., F.A.C.S. (S) 

Fields, Shep (PIC) 

‘Fight for a Free World’ Viewed by 500 Phy- 
sicians (GN) 

Film Guide for Program Chairmen 

Finch, J. William, M.D., Hypertension Treated 
with Rauwolfia, A Five Year Study ‘S) 

First Annual State Nurses’ Day Meeting Held (GN) 

First of a Two-Part Series, Cancer ot the Larynx, 
Arthur H. Davis, M.D., F.A.C.S. (S) 

Ford, H. W., M.D. (PIC) 

Forester, Virgil Ray, M.D., Jack D. Walsh, M.D., 
Walter E. Hartford, M.D., Exfoliative Cytology 
of Duodenal Aspirations ‘S) 

Fourth in a Series, Stop Rheumatic Fever, Getting 
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the Patient to the Doctor, Stewart G. Wolf, 
M.D. 

Freedom in Medical Practice, Dwight H. Mur- 
ray, M.D. (SA) 

Freedom of Choice of Physicians—What Does It 
Mean to Hospitals? 

Frierson, S. E., M.D. (PIC) 

Frohman, I. Phillips, M.D. (PIC) 

Frohman, I. Phillips, Are Physicians Educated? 
(S) 

Frohman, I. Phillips, M.D., The Physician as Nu- 
tritionist (S) 

Fuqua, Karey ‘PIC) 


— 

Gains in Longevity Since 1900 (GN) 

Galbraith, Hugh M., M.D., The Menninger Story 
(BR) 

Glass, Fred Akin, M.D 

Gorman, Mike, The Community: The New Mental 
Health Frontier (SA) 

Gibson, Robert B., M.D. (PIC) 


Goen, Rayburne W., M.D., Antigenic Pneumonitis 5 


Gofman, John W., M.D. (PIC) 

Goodwin, R. Q., M.D. (PIC) 

Gorrell, John F., M.D. (PIC) 

Greer, Allen E., M.D., and Carey, John M., M.D., 
Current Approaches to Diseases of the Esoph- 
agus (S) 

Griffith, George C., M.D. (PIC) 


— 

Hagans, James A., M.D., R. W. Payne, M.D., 
Stewart G. Wolf, M.D., The Placebo, Thera- 
peutic Conference (S) 

Haight, Thomas H., M.D., Stop Rheumatic Fever 
(S) 

Haight, Thomas H., M.D., Stop Rheumatic Fever 
(S) 

Haight, Thomas H., M.D., Third in a Series Stop 
Rheumatic Fever (S) 

Hamble, Virgil R., M.D. (PIC) 

Handbook of Physical Therapy ‘BR) 

Hartford, Walter E., M.D., Virgil Ray Forester, 
M.D., Walsh, Jack D., M.D., Exfoliative Cy- 
tology of Duodenal Aspirations 

Harvey, John H., M.D 

Head, Robert William, M.D. ‘(D) 

Health Department Offers Asian Flu Diagnosis 
(GN) 

Health Insurance Coverage Continues To Grow 
(GN) 

Health Insurance for Federal Employees (GN) 

Heart Association Elects State Officers ‘GN) 

Hellbaum, A. A., M.D., Ph.D., W. K. Ishmael, 
M.D., R. W. Payne, M.D., M. R. Shetlar, 
Ph.D., An Objective Evaluation of Salicylates, 
Glucocorticoids and Salicylate-Glucocorticoid 
Combinations in the Treatment of Rheumatoid 
Arthritis (S) 

Herrman, Jess D., M.D., F.A.C.S., This Month's 
Cover (GN) 


Highlights of the OSMA 5ist Annual Meeting ‘GN) : 


Hines, Sidney S. (D) 








Hirshi, Robert G., D.D.S., M.S., Recognition and 
Early Management of Infections of Dentai Ori- 


gin (S) 

Honska, Walter L., Jr., M.D., Visceral Larva 
Migrans, A Case Report (S) 

Hopps, Howard C., M.D. (PIC) 


House of Delegates Kicks Medicines Laissez-Faire 
Policy out the Door ‘(E) 

Howard, John (PIC) 

Hunt, Claude J., M.D., F.A.C.S., Tumors of the 
Neck as They Relate to Congenital Defects 
and Epithelial Glandular Structures ‘S) 

Hunt, Claude J., M.D., Small Bowel Obstruction 


(S) 

Hydatidiform Mole, A Case Report, F. C. Buffing- 
ton, M.D. ‘S) 

Hypertension Treated with Rauwolfia, A Five 
Year Study, J. William Finch, M.D., F.A.C.P. 
(S) 

— 

Dr. Idstrom to be Speaker for X-ray Technicians’ 
Meeting (GN) 

Image of the Scientist Among High-School Student 
(EB) 

Incurable Wound, The, Berton Roueche (‘S) 

Index to Contents 

Individual Management of Peripheral Vascular 
Occlusive Disease, Edward R. Munnell, M.D. 
(S) 

Influenza (E) 


International Society of Internal Medicine To Hold 
Fifth International Congress In Philadelphia 


(GN) 

‘Investment’ and ‘Charter’ Insurance Exposed 
(GN) 

Ishmael, W. K., M.D., Owens, J. N., Jr., M.D., 


Payne, R.W.. M.D., Therapeutic Conference 
Treatment of Arthritides: (S) 

Ishmael, W. K., M.D., R. W. Payne, M.D., M. R. 
Shetlar, Ph.D., A. A. Hellbaum, M.D., Ph.D., 
An Objective Evaluation of Salicylates, Glu- 
cocorticoids and Salicylate-Glucocorticoid Com- 


binations in the Treatment of Rheumatoid 
Arthritis (S) 
— 
Jarman, John (PIC) 
Johnson, Alpha, M.D. (PIC) 
Johnson, Robert H., M.D. (PIC) 
— 
Keys, John W., Ph.D., University of Oklahoma 


Speech and Hearing Clinic (SA) 
— 


Laboratory Evaluation—Defective Blood Clotting, 


H. T. Russell, M.D. (S) 
Lane, Wilson, M.D., (PIC) 
Latson, Joseph R., M.D., Marion K. Ledbetter, 


M.D., Dan G. McNamara, M.D., Patent Ductus 


Arteriosus, Diagnostic Features and Differ- 
ential Diagnosis 
Ledbetter, Marion K., M.D., Joseph R. Latson, 


636 


259 


150 


498 


438 


101 


585 


540 





M.D., Dan G. McNamara, M.D., Patent Ductus 
Arteriosus, Diagnostic Features and Differ- 
ential Diagnosis 

LeHew, J.L., Sr., 
of Service 

Letters to the Editor, Warren D. Long, D.S.C. 

Livingston, Mrs. L. Gordon (PIC) 

Long, Warren D., D.S.C. (Letter to Editor) 

Lowe, Robert C., M.D., Care of the Long-Term 
Patient 

Lowell, James R., 
chography (S) 

Lowrey, Thomas J., M.D., Report of a Controlled 
Study of Acylanid 

Lundy, John S., M.D. (PIC) 

Lynch, Thomas J., M.D. 


M.D., Honored For 50 Years 


M.D., Oily Dionosil in Bro- 


— 


Management of Ureteral Calculi, Donald D. Al- 
bers, M.D. (S) 

Matt, John G., M.D., America’s Health 

McAlester Honors T. H. McCarley, M.D 


McCarley, T. H., M.D. (PIC) 


(BR) 


McClure, H. M., M.D., (PIC) 
McClure, H. M., M.D. (PIC) 
McClure, H. M., M.D. (PIC) 
McClure, H. M., M.D. (PIC) 
McClure, H. M., M.D., (PIC) 


McCollum, W. T., M.D., F.A.C.P., Treatment of 
Cardiac Arrhythmias (S) 

McElroy, Thomas, M.D. 

McFarland, Kenneth, Ph.D. (PIC) 

McHenry, Lawrence C., Jr., M.D., A Visit with 
Henry Sigerist (‘S) 

McLauchlin, Robert A., M.D., and Schilling, John 
A., Abdominal Drainage: Review of Yates’ 
Classic Monograph—Present Concepts 

McNamara, Dan G., M.D., Marion K. Ledbetter, 
M.D., Joseph R. Latson, M.D., Patent Ductus 
Arteriosus, Diagnostic Features and Differ- 
ential Diagnosis 


Medical Care for Recipients of Public Welfare ‘E) : 


Medical Education Week to be Observed April 
21-27 (GN) 

Medical Lobbying Costs Sketched for Second Quar- 
ter (GN) 

Medicare in Operation (GN) 

Medicare Program Starts (GN) 

Medical Quackery Investigator Proves to be Popu- 
lar Speaker (GN) 

Medical Society Opposes Rise in Biue Cross Rates 

Medicine’s Contribution to World Peace ‘(E) 

The Menninger Story, Hugh M. Gailbraith, M.D 
(BR) 

Metabolic Management of Depression, Patrick S. 
Nagle, M.D., F.A.C.S. (S) 

Miller, William C., M.D. (PIC) 

Ming, Charles M., M.D. (D) 

J. Floyd Moorman, M.D. (PIC) 


Munnell, Edward R., M.D., Individual Manage- 
ment of Peripheral Vascular Occlusive Disease 
(S) 

Munnell, Edward R., M.D., Robert H. Bayley, 


M.D., F.A.C.P., W. T. Snoddy, M.D., H. T 


540 


624 
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578 
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Avey, M.D., Clinical Pathological Conference 
(S) 

Murray, Dwight H., M.D., Freedom in Medical 
Practice (SA) 

Murray, Silas, M.D. (D) 

Mussallam, Sam N., M.D., Angina Pectoris: Eti- 
ology, Diagnosis and Prognosis ‘S) 

Myers, David A., M.D. (D) 


— 


Nagle, Patrick S., M.D., F.A.C.S., Metabolic Man- 
agement of Depression (S) 

National Health Legislation ‘GN) 

National Institutes of Health Allocates Medical Re- 
search Grants 

Neal, James H., Sr., M.D. (D) 

New Doctor Draft Law Proposed in Congress (GN) 

New Principles of Medical Ethics ‘(E) 

NFME Awards OU Medical School $38,180 During 
1956 (GN) 

Nicholson, Ben H., M.D., Essential Hypertension 
in Childhood 

Northwest Oklahoma Medical Center is Completed 
(GN) 

An Objective Evaluation of Salicylates, Glucocor- 
ticoids and Salicylate-Glucocorticoid Combi- 
nations in the Treatment of Rheumatoid Arth- 
ritis, R. W. Payne, M.D., M. R. Shetlar, 
Ph.D., A. A. Hellbaum, M.D., Ph.D., and W. 
K. Ishmael, M.D. (S) 


— 

O’Heeron, Michael K., M.D. (PIC) 

Oily Dionosil in Brochography, James R. Lowell, 
M.D. (S) 

Oklahoma Citian to Help Organize Auxiliary to 
S.A.M.A. (GN) 

Oklahoma City Clinical Society Holds 27th Annual 
Meeting 

Oklahoma City Clinical Society Schedules 27th 
Annual Meeting (GN) 

Oklahoma City Clinical Society Schedules 27th 
Annual Meeting (GN) 

Oklahoma City, Norman To See A.M.A. Exhibit 
(GN) 

Oklahoma City to Host National Society of Nuclear 
Medicine (GN) 

Oklahoma Colloqguy on Advances in Medicine To 
Be Held February 6, 7, 8 

Oklahoma County Passes Resolution Condemning 
VA Hospital Practices (GN) 

Oklahoma Dentistry Needs Manpower (E) 

Oklahoma Poison Information Center 

Open House Held at New Executive Offices (GN) 


O.S.M.A. Council Holds Sunday Afternoon Session 5 


O.S.M.A. Host Medical Students (GN) 


O.S.M.A. to Sponsor “‘Cavalcade of Health’’ (GN) 

Oldberg, Eric, M.D. (PIC) 

OU Medical School Alumni Hold Annual Dinner 
Meeting (GN) 

OU Medical Center Awarded $184,000 in Grants 

OU Medical School Receives $135,403 (GN) 

OU Medical School to be Featured on Television 
(GN) 
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Over a Quarter Million Persons Visit ‘Cavalcade 
of Health’’ (GN) 

Owens, J. N., Jr., M.D., Ishmael, W. K., M.D., 
Payne, R. W., M.D., Therapeutic Conference 
Treatment of Arthritides ‘S) 


= 


Parker, Joe M., M.D., William T. Snoddy, M.D., 
Ralph C. Denny, M.D., Carcinoma of the Stom- 
ach Arising in a Benign Ulcer, A Case Re- 
port (S) 

Paschal, William R., M.D., The Porphrias ‘S) 

Pascucci, L. M., M.D., F.A.C.R., Role of the Ra- 
diologist—Low Back Pain ‘S) 

Patent Ductus Arteriosus, Diagnostic Features and 
Differential Diagnosis, Marion K. Ledbetter, 
M.D., Joseph R. Latson, M.D., Dan G. Mc- 
Narama, M.D. (S) 

Payne, R. W., M.D., Ishmael, W. K., M.D., and 
Owens, J. N., Jr., M.D., Therapeutic Confer- 
ence: Treatment of Arthritides (S) 

Payne, R. W., M.D., Stewart G. Wolf, M.D., James 
A. Hagans, M.D., The Placebo, Therapeutic 
Conference ‘S) 

Payne, R. W., M.D., M. R. Shetlar, Ph.D., A. A 
Hellbaum, M.D., Ph.D., and W. K. Ishmael, 
M.D., An Objective Evaluation of Salicylates, 
Glucocorticoids and Salicylate-Glucocorticoid 
Combinations in the Treatment of Rheumatoid 
Arthritis (S) 

Phelps, Malcom E., M.D., Acceptance Speech 

Phelps, Malcom E., M.D. (PIC) 

Phelps, Malcom E. M.D. (PIC) 

Phelps, Malcom E., M.D. (PIC) 
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The Physician as Nutritionist, I. Phillips Froh- 
man, M.D. (S) 

R. C. Pigford, M.D., Named Tulsa’s ‘Doctor of 
the Year’? (GN) 

Pilot Study on Rheumatic Fever Prevention, A, 
Jerome D. Shaffer, M.D. and T. R. Pfundt, 
M.D. 

Placebo, The—Therapeutic Conference, R. W 
Payne, M.D., Stewart G. Wolf, M.D., James 
A. Hagans, M.D. ‘S) 

Plans Begin for Public Assistance Medical Care 
Program (GN) 

Policy on Vaccinations ‘E) 

Polio Drive, The (E) 

Poliomyelitis Vaccinations ‘E) 

Porphyrias, The, William R. Paschal, M.D. (S) 

Pounders, Carroll M., M.D., Allergy and Euergy 
(S) 

Pressure Groups in Health, W. R. Bethel (SA) 

Prior Andernocortical Steroid Therapy and Sur- 
gical Treatment ‘(E) 
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FOR PERSISTENT INFECTIONS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Acquired resistance seldom imposes restrictions on 


ae _ antimicrobial therapy when CHLOROMYCETIN (chlor- 
e = amphenicol, Parke-Davis) is selected to combat gram- 

rN yj negative pathogens involving enteric and adjacent 
a . / structures of the urinary tract. The acknowledged effec- 


tiveness with which CHLOROMYCETIN suppresses highly 
invasive staphylococci!-® extends to persistently patho- 
genic coliforms.®.!°-!5 Experience with mixed groups of 
Proteus species, for example, “...shows chloramphenicol 


to be the drug of choice against these bacilli...”15 


ad 
\ CHLOROMYCETIN is a potent therapeutic agent and, because 
= certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
% Furthermore, as with certain other drugs, adequate blood studies 
a] : o should be made when the patient requires prolonged or intermit- 


tent therapy. 
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